JOURNAL OF THE 


HOSPITALS (eos 


Bis 


FEBRUARY 1, 1959 


ARE EDUCATIONAL 
STANDARDS TOO HIGH 
IN THE PARAMEDICAL FIELDS? 


(PAGE 31) 


WHAT THE PLANNER 
HAS TO WORK WITH 


(PAGE 33) 








A CHRONIC DISEASE UNIT IN A GENERAL HOSPITAL (Pace 26) 








Used pre-op PT post-op for 


SALICYLATE 


(Brand of carbazochrome salicylate) 
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The problems of oozing and bleeding during surgical proce- 
dures are familiar to every surgeon. 

Adrenosem controls this oozing and bleeding by mainitain- 
ing capillary integrity and by promoting the retraction of 
severed capillary ends. 

No untoward reactions have been reported in more than 
five years of clinical use. 
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combination therapy...in all forms convenient for hospital care. 
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ILOSONE assures a more decisive clinical response 
in almost every common bacterial infection 


(erythromycin ester, Lilly) as the propionate 





Ilosone provides more potent, longer-last- 

: ° 2 oaes *Shown by how many times the serum can be di- 
ing therapeutic levels in the serum within luted two hours after administration of the anti- 
minutes after administration. A fast, de- biotic and still inhibit identical pathogenic strains 
aio - : of bacteria. This is the Tube Dilution Technique, 
cisive response is assured in almost every which is regarded by leading authorities as the 


: : : most meaningful method of comparing different 
common bacterial infection. antibiotics. It shows not merely the level of anti- 


Usual adult dosage is one or two 250- biotic in the blood but the actual antibacterial 

° : . effectiveness of that level. 

mg. Pulvules® every six hours, according 1. Griffith, R. S., et al.: Antibiotic Med. & Clin. 

to severity of infection For optimum ef- Therapy, 5:609 (October), 1958. Note: Peak levels 
‘ with the oral erythromycin tablets (thirty-three 


fect, administer on an empty stomach. dilutions) were not observed until four hours after 
. ° ° ° administration. 2. Data from Griffith, R. S.: Anti- 
(A 125-mg. pediatric Pulvule is also avail- biotics Annual, p. 269, 1954-1955. 


able.) In bottles of 24. 
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How hospitals eliminate a 


dangerous source of bacteria— 


Airborne Dirt 





The Honeywell Electronic Air Cleaner removes 95% of 


all dirt that passes through the air handling system 


The accumulation of germ-laden 
dirt and dust in the ventilating 
and air conditioning ducts creates 
a hidden menace in the heart of 
the hospital. It is vital to keep 
these areas as free of dirt and dust 
as possible 








Dirt and dust in ducts can mean 
the presence of disease-causing 
bacteria and virus. The Honeywell 
Electronic Air Cleaner traps dirt 
and dust particles as small as 
1/25,000,000 of an inch. 








The Honeywell Air Cleaner is the 
most practical method for obtain- 
ing Clean air. It is 6 times as effective 
as ordinary mechanical filters, and 
is a permanent air cleaner, requir- 
ing only periodic washing to main- 
tain maximum efficiency. 
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A Health Menace: HIDDEN DIRT—In ventilating ducts, dirt accumulates out of sight and out of reach. As the illustration 
above indicates, this hidden dirt creates an unsanitary condition in the heart of the hospital. 


The Honeywell Air Cleaner Is 6 Times More Effective Than Ordinary Mechanical Filters 


Ordinary mechanical filters trap only 15% of the airborne 
dirt that passes through the air conditioning and ventilat- 
ing systems. And every cubic foot of air that enters 
carries millions of dirt and dust particles. 

Of course, dirty ducts are only a part of the cleanliness 
picture in the hospital. Everyone knows that hospitals 
are scrubbed clean many times a day. But to effectively 
combat this important airborne dirt problem—and make 
your ventilating air and air conditioned air as clean as 


possible—you can depend on the Honeywell Electronic 
Air Cleaner. 

Coupled with the Activated Charcoal Filter, the Honey- 
well Air Cleaner removes odors, too. This could result 
in a saving of air conditioning operating expenses through 
reduced use of outdoor air for odor dilution 

For full information, telephone your nearest Honeywell 
office. Or write: Minneapolis-Honeywell, Department 
HO-2-09, Minneapolis 8, Minnesota. 


Honeywell 
A) Fite x. Conctrol 
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hospital association meetings 


AMERICAN HOSPITAL ASSOCIATION 
NATIONAL MEETINGS 


1959 


Feb. 4-5—Midyear Conference of Hospital 
Association Presidents and Secretaries, 
Chicago 

Aug. 24-27—6lst annual meeting, New 
York City (Coliseum; Statler Hotel) 


1960 


Aug. 29-Sept. 1—62nd annual meeting, San 
Francisco (Civic Auditorium) 


MEETING AND INSTITUTE 
CALENDAR 


THROUGH JUNE 1959 


(American Hospital Association institutes 
are in BOLDFACE type. Meetings of other 
hospital associations are in LIGHTFACE 
type. Other organizations in the health 
tield are shown in ITALICS.) 


FEBRUARY 


5-7 American College of Hospital Admin- 
istrators, Congress on Administration, 
Chicago (Sherman Hotel) 

8-10 American Medical Association, Con- 
gress on Medical Education and Li- 
censure, Chicago (Palmer House) 

9-13 Hospital Purchasing, New York City 
(Statler Hotel) 

16-19 Nursing Inservice Programs, Kansas 
City, Mo. (Bellerive Hotel) 





23-27 Dietary Department Administration, 
New Orleans (YWCA) 

23-27 Nursing Service Administration, Fres- 
no, Calif. (Fresno Hacienda Motel) 


MARCH 


Hospital Safety and Insurance, To- 
ronto, Ont. (King Edward Hotel) 
Quebec Hospital Association, Mont- 
real (Windsor Hotel) 
Georgia Hospital Association, Au- 
gusta (Bon Air Hotel) 
Louisiana Hospital Association, Baton 
Rouge (Bellemont Motor Hotel) 
Advanced Institute for Directors of 
Hospital Volunteers, Chicago (AHA 
headquarters) 
Wisconsin Hospital Association, Mil- 
waukee (Hotel Schroeder) 

16-19 Obstetrical Nursing Administration, St. 
Louis (Coronado Hotel) 

16-20 National Health Forum, Chicago 

17-19 National Health Council, Chicago 
(Palmer House) 

23-25 New England Hospital 
Boston {Statler Hotel) 

30-Apr. 3 Dietary-Housekeeping-Nursing 
Department Relationship, Chicago 
(AHA headquarters) 

3l-April 2 Kentucky Hospital Association, 
Lexington (Phoenix Hotel) 


APRIL 


Mid-West Hospital Association, Kan- 
sas City, Mo. (Municipal Auditorium; 
President Hotel) 


Assembly, 


Ohio Hospital Association, Colum- 
bus (Veterans Memorial Auditorium; 
Deshler-Hilton Hotel) 
6-9 American Academy of General Prac- 

tice, San Francisco 

8-10 Southeastern Hospital Conference, At- 
lanta (Atlanta-Biltmore Hotel) 

9-10 New Mexico Hospital Association, 
Albuquerque (Western Skies Hotel) 

12-16 Annual Conference of Blue Cross 
Plans, Chicago 

13-17 Hospital Engineering, Baltimore (Lord 
Baltimore Hotel) 

16-17 Carolinas-Virginias Hospital Confer- 
ence, Roanoke, Va. (Hotel Roanoke) 

20-23 Evening and Night Nursing Service 
Administration, Buffalo, N.Y. (Lafay- 
ette Hotel) 

22-24 South Dakota Hospital Association 
Huron 

23-24 Iowa Hospital Association, Des 
Moines (Savery Hotel) 

27-29 Tri-State Hospital Assembly, Chicago 
(Palmer House) 

27-May 1 American Psychiatric Associa- 
tion, Philadelphia 

27-May 1 National Association for Practi- 
cal Nurse Education, Cincinnati 
(Netherland-Hilton Hotel) 

28-May 1 Occupational Therapists, Waco, 
Tex. (Roosevelt Hotel) 


MAY 


4-7 Association of Western Hospitals, 
Salt Lake City, Utah (Utah Hotel) 


(Continued on page 90) 





L@:V ame) 
pbutomatte 


WATER CONDITIONER (ati 


ALWAYS 


This unit automatically releases the prop- 
er amount of KARLSONITE* into the water 
to eliminate the scaly deposits that cause 
trouble in your coffee making equipment, 
ice cubers and water towers. 


KARLSONITE* permanently suspends and 
inactivates all elements that would cause 
trouble-making deposits in your equip- 
ment. It is harmless to all metals and pre- 


1558 GRAND AVENUE 


*Reg. U. S. Patent Office 


effectively eliminates 


scale deposits and 
corrosion in Coffee Urns, 
Ice Cubers, Water Towers, etc. 


CRYSTAL CLEAR WATER 


vents corrosion and pitting and will not 
build up sludge deposits. 

The KARLSON AUTOMATIC WATER CON- 
DITIONER is automatic, has no moving 
parts, and requires no maintenance aside 


from an occasional replacement of the 


KARLSONITE®* cartridge! 


Coffee urns and ice cubers require less 
cleaning with this unit in the line. 


Get full details. Phone or write. 


STILES-KARLSONITE CORPORATION 


WAUKEGAN, ILLINOIS 


WATER CONDITIONING COMPOUNDS AND EQUIPMENT 
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1. public relations, as in friendship, it’s often 
the “little things” that count most. A Birth Cer- 
tificate may seem to be small amid the compli- 
cated details of running a hospital. But anything 
connected with the birth of a baby is magnified 
many times in the eyes of the parents. That’s 
why Hollister Inscribed Birth Certificates are such 
effective builders of goodwill. 

In every way a Hollister Certificate shows that 
you care ... that you too are proud of the im- 
portant event. Each Hollister Certificate is sepa- 


f ® 
“Hollister Franklin C. Hollister Company, 833 North Orleans St., Chicago 10, Ill. 
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rately and painstakingly tailored for the indi- 
vidual hospital. Styled by leading designers and 
LithoGraved® on the finest diploma parchment 
paper that will never fade, Hollister Inscribed 
Birth Certificates are appreciated for their Heir- 
loom quality. As a result, you can take great 
pride in awarding the document to new parents. 

Discover how easy it is to have people say 
nice things about your hospital. Send for the 
new 27-page portfolio—including actual samples 
of Hollister Inscribed Birth Certificates. 


7 





officers, toustees and councils 


OF THE AMERICAN HOSPITAL ASSOCIATION 





President 


Itay Amberg, University of Minnesota Hospitals, Min- 
neapolis 14 


President-Elect 


Iussell A. Nelson, M.D., Johns Hopkins Hospital, 
Baltimore 5 


immediate Past President 


Tol Terrell, Shannon West Texas Memorial Hospital, 
San Angelo, Tex. 


Treasurer 


John N. Hatfield, Passavant Memorial Hospital, Chi- 
cago 11 


Secretary 


Edwin L. Crosby, M.D., 840 North Lake Shore Drive, 
Chicago 11 


Board of Trustees 


Kay Amberg, ex officio, chairman, University of Min- 
nesota Hospitals, Minneapolis 14 

John N. Hatfield, ex officio, Passavant Memorial Hos- 
pital, Chicago 11 

Russell A. Nelson, M.D., 
Hospital, Baltimore 5 

Tol Terrell, ex officio, Shannon West Texas Memorial 
Hospital, San Angelo, Tex 


ex officio, Johns Hopkins 


Term Expires 1959 

Abbie E. Dunks, Boston Dispensary, Boston 11 

Reid T. Holmes, North Carolina Baptist Hospital, 
Winston-Salem 7, N.C. 

Ray K. Swanson, Swedish Hospital, Minneapolis 4 


Term Expires 1960 

Kt. Rev. Msgr. Edmund J. Goebel, archdiocesan direc- 
tor of hospitals, Milwaukee 12 

Near Adm. B. W. Hogan, MC, USN, surgeon general, 
Department of the Navy, Washington 25 

Carl C. Lamley, Stormont-Vail Hospital, Topeka, Kans. 


Term Expires 1961 

D. KR. Easton, M.D., Royal Alexandra Hospital, Ed- 
monton, Alta 

Frank 8S. Groner, Baptist Memorial Hospital, Memphis 
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Russell A. Nelson, M.D 
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Ray Amberg, ex officio 
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Itobin C. Buerki, M.D., Henry Ford Hospital, Detroit 
2 


chairman, Johns Hopkins 


Stanley A. Ferguson, University Hospitals of Cleveland, 
Cleveland 6 

Charles Garside, Associated Hospital Service of New 
York, New York 16 

T. Stewart Hamilton, M.D., Hartford Hospital, Hart- 
ford 15, Conn 

Mrs. Chester A. Hoover, Santa Monica Hospital, Santa 
Monica, Calif 

Boone Powell, Baylor University Hospital, Dallas 10, 
Tex. 


Council on Administrative Practice 


Chairman: Stanley A. Ferguson, University Hospitals 
of Cleveland, Cleveland 6 


Term Expires 1959 

Sister Mary Brigh, R.N., St. Mary's Hospital, Roches 
ter, Minn 

Riley McDavid, Kenosha Hospital, Kenosha, Wis 

Richard T. Viguers, New England Center Hospital 
Boston 11 

Term Expires 1960 

Horace M. Cardwell, Memorial Hospital, Lufkin, Tex. 

George A. Hay (vice chairman), Hospital of the 
Woman's Medical College of Pennsylvania, Philadel- 


Sibley, Birmingham Baptist Hospital, Bir- 
mingham 11, Ala 


Term Expires 1961 

Mark Berke, Mount Zion Hospital and Medical Center, 
San Franciseo 15 

James M. Crews, Methodist Hospital, Memphis 4, Tenn. 

William K Klein Long Island College Hospital, 
Brooklyn 1, N.Y 


Secretary: Richard L 
Drive, Chicago 11 


Johnson, 840 North Lake Shore 


Council on Asseciation Services 


Chairman: Boone Powell, Baylor University Hospital, 
Dallas 10, Tex 
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John A. Dare, Virginia Mason Hospital, Seattle 1 

Pat N. Groner (vice chairman), Baptist Hospital, 
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Donald M, eae, United Hospitals of Newark, 
Newark 7, N.J. 


Term Expires 1960 

Leo M. Lyons, American Protestant Hospital Associa- 
tion, Chicago 3 

Roy R. Prangley, St. Luke’s Hospital, Denver 3 

Abram L. Van Horn, M.D., Kate Macy Ladd Con- 
valescent Home, Far Hills, N.J. 


Term Expires 1961 

Avery M. Millard, California Hospital Association, San 
Francisco 2 

Sister Rose Marie, St. Mary's Hospital, Pierre, S. Dak. 

Rev. Granger Westberg, University of Chicago Clinics, 
Chicago 37 


Secretary: Edmond J. Lanigan, 840 North Lake Shore 
Drive, Chicago 11 


Blue Cross Commission 


Chairman: Charles Garside, Associated Hospital Serv- 
ice of New York, New York 16 


Term Expires 1959 

H. Charles Abbott (vice chairman), Hospital Service 
of Southern California, Los Angeles 27 

Kenneth B. Babcock, M.D., Joint Commission on Ac- 
creditation of Hospitals, Chicago 11 

Charles Garside, Associated Hospital Service of New 
York, New York 16 

Elisha M. Herndon, Hospital Care Association, Inc., 
Durham, N.C. 

Walter KR. McBee (treasurer), Group Hospital Serv- 
ice, Inc., Dallas 22, Tex. 

John B. Morgan Jr., Associated Hospital Service, Inc., 
Youngstown 7, Ohio 

Stanley H. Saunders, Hospital Service Corporation of 
Rhode Island, Providence 2, R.I. 


Term Expires 1960 

George T. Bell, Hospital Service Association of North- 
eastern Pennsylvania, Wilkes-Barre, Pa. 

Joseph O. Burger, Nebraska Blue Cross Hospital Serv- 
ice Association, Omaha 2, Nebr. 

Frank 8. Groner, Baptist Memorial Hospital, Memphis 
3, Tenn. 

Ralph G. Hammersley Jr., 
ice of Capital District, Albany 10, } 

William S. McNary, Michigan R.Per'y Service, De- 
troit 26 

Joseph A. Monaghan, Alberta Blue Cross Plan, Ed- 
monton, Alta. 

H. F. Singleton, Blue Cross-Blue Shield of Alabama, 
Birmingham 5, Ala 


Associated | ee Serv- 


Term Expires 1961 
Rt. Rev. Msgr. Robert A. Maher, diocesan director of 
health and hospitals, Toledo 2, Ohio 


Director: Richard M. Jones, 425 N. Michigan Ave., 
Chicago 11 


Council on Government Relations 


Chairman; Robin C. Buerki, M.D., Henry Ford Hos- 
pital, Detroit 2 


Term Expires 1959 

Edwin B. Peel, Georgia Baptist Hospital, Atlanta 3 

Martin R. Steinberg, M.D., Mount Sinai Hospital, 
New York 29 

William L. Wilson (vice chairman), Mary Hitchcock 
Memorial Hospital, Hanover, N.H. 


Term Expires 1960 

Harry E. Panhorst, Washington University Clinics, St. 
Louis 10 

Harold eae Richmond Memorial Hospital, Rich- 
mond 27 

Kenneth Wallace, St. John’s Hospital, Tulsa 4, Okla. 


Term Expires 1961 

James P. Dixon, M.D., Department of Public Health, 
502 City Hall Annex, Philadelphia 7 

Kenneth Holmquist, Bethesda Hospital, St. Paul 1 

Rev. John J. Humensky, Ph.D., Catholic Charities 
Bureau, Diocese of Cleveland, Cleveland 14 

Secretary: Kenneth Williamson, Washington Service 
Bureau, Mills Bldg., 17th St. and Pennsylvania Ave., 
N.W., Washington 6 


Council on Hospital Auxiliaries 


Chairman: Mrs. Chester A. Hoover, Santa Monica 
Hospital, Santa Monica, Calif. 


Term Expires 1959 

Mrs. Columbus Conboy, St. Joseph Infirmary, Louisville 
17, Ky 

Mrs. Sinton P. Hall, Children’s Hospital, Cincinnati 
29 

F. Ross Porter, Duke Medical Center Foundation, Duke 
Hospital, Durham, N.C. 


Term Expires 1960 
Guy M. Hanner, Good Samaritan Hospital, Phoenix, 


Ariz 

Harry Milton, Jewish Hospital of St. Louis, St. 
Louis 10 

Vossler, Columbia-Presbyterian Hospital in the 
City of New York, New York 32 


Term Expires 1961 

Mrs. Palmer Gaillard Jr. (vice chairman), Mobile 
Infirmary, Mobile 16, Ala. 

Mrs. Leonard A. Lang, Cambridge State School and 
Hospital, Cambridge, Minn. 

Mrs. Kurt A. Scharbau, Rockford Memorial Hospital, 
Rockford, Il. 


Secretary: Patricia Sussmann, 840 North Lake Shore 
Drive, Chicago 11 


Council on Planning, Financing 
and Prepayment 


Chairman; J. Milo Anderson, Strong Memorial Hos- 
pital, Rochester 20, N.Y. 


Term Expires 1959 
Alfred Paul Bay, M.D., Topeka State Hospital, Topeka 
Kans. 
Wesley G. Lamer, Physicians and Surgeons Hospital 
Portland 9, Ore. 
Sidney Liswood, New Mount Sinai Hospital, Toront« 
Ont. 


Term Expires 1960 

Herman Herold, North Louisiana Sanitarium, Shreve 
port 7, La. 

Delbert L. Pugh, Columbus Hospital Federation, Colum 
bus 3, Ohio 

Sister Mary Vincent, R.N., Santa Rosa Hospital, San 
Antonio 7, Tex. 


Term Expires 1961 

Dean A. Clark, M.D. (vice chairman), Massachusett> 
General Hospital, Boston 14 

John D. Porterfield, M.D., deputy surgeon general 
Public Health Service, Washington 25 

John H. Zenger, Utah Valley Hospital, Provo, Utah 


Secretary: Hiram Sibley, 840 North Lake Shore Drive, 
Chicago 11 


Council on Professional Practice 


Chairman; TT. Stewart Hamilton, M.D., Hartford 


Hospital, Hartford 15, Conn. 


Term Expires 1959 

George E. Cartmill Jr., Harper Hospital, Detroit 1 

Edna 8. Lepper, R.N., Massachusetts General Hospi 
tal, Boston 14 

W. W. Stadel, M.D., San Diego County General Hos- 
pital, San Diego 3, Calif. 


Term Expires 1960 

Louis B. Blair, St. Luke’s Methodist Hospital, Cedar 
Rapids, Iowa 

Gerhard Hartman, Ph.D., University Hospitals of Iowa, 
Iowa City, Iowa 

Leon C. Pullen Jr., Decatur and Macon County Hospi- 
tal, Decatur, Ill 


Term Expires 1961 

Leonard O. Bradley, M.D., 
tul, Winnipeg 3, Man. 

Richard D. Vanderwarker, Memorial Center for Cancer 
and Allied Diseases, New York 21 

David B. Wilson, M.D. (vice chairman), University 
Hospital, Jackson 5, Miss 
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Secretary: LeRoy E. Bates, M.D., 840 North Lake 
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Chairman; E. Dwight Barnett, M.D., Palo Alto- 
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phia 2 

James W. Stephan, University of Minnesota, Minne- 
apolis 14 

Secretary: Daniel S. Schechter, 840 North Lake Shore 
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Kib-Buack 
BLADES 


in the PUNCTURE PROOF 


WHEN A TIME-TESTED PRODUCT 
GETS A NEW, TIME-SAVING PACKAGE 


RESULT... ease of application — while it's still in the package, blade 
can be attached to knife handle 


RESULT... strong, sturdy package — puncture proof, moisture proof 
wrap withstands repeated handling and can be autoclaved 


RESULT... compiete blade protection — maximum sharpness of these 


traditionally superior carbon steel blades assured 


Ask your dealer 


(BP) BARD-PARKER COMPANY, INC. 
BP DANBURY. CONNECTICUT 


A DIVISION OF BECTON, DICKINSON AND COMPANY 





B-P ¢ RIB-BACK ¢ IT’S SHARP are trademarks of BARD-PARKER 
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B-P Sterile Blade Dispenser Rack 











The only major change 
in flexible formulas 
since evaporated milk 
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Pe a ne 





A scientifically formulated 
flexible formula 
exclusively for infants 


The first product in the evaporated milk field to offer 
‘these advantages: 





_ ™ Total butterfat replacement with an optimum amount 
of essential linoleic acid ** 


m™ Complete requirements of all needed vitamins 
Mi Added iron 
5 The cleanliness of Grade A milk 


Now with Varamel plus carbohydrate 
you can provide Optimum Nutrition* 


raMeL 


THE BAKER LABORATORIES, INC. . 


Makers of Baker’s Modified Milk * Cleveland 3, Ohio 





*supplying the normal dietary requirements plus a reserve for stress situations. 


1. Hansen, A.E., et al. J. Nutrition 66 345 (1958) 2. Hansen, A.E. et al. Ibid p. 565 
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introducing He auttars 


Charles F. Neergaard has been a 
consultant to hospitals for 35 years. 
He brings an unusually varied 
background to 
his profession. 
In addition to 
his work as a 
consultant, Mr. 
Neergaard has 
served for many 
years as a hos- 
pital trustee, 
and as a lec- 
turer, author, 
and designer. 

During his 
career, Mr. Neergaard has advo- 
cated the adoption of insulation 
and double glazing in hospitals 
and other large buildings for econ- 
omy and simplicity. He returns to 
these two points and sums up 





MR. NEERGAARD 





his experience regarding wasteful 
heating and ventilating in the two- 
part article beginning on p. 65. 

Mr. Neergaard graduated from 
Yale University in 1897. During 
World War I, he served as a field 
director of the American Red 
Cross. He was inspector of the 22 
hospitals of the Atlantic Division 
of Red Cross and also directed Red 
Cross work in the U.S. Debarka- 
tion Hospital at Grand Central 
Palace, N.Y. 

The first hospital he helped de- 
sign, Carson C. Peck Hospital, 
Brooklyn, N.Y., opened in 1919. 
Since then he has collaborated 
with architects and engineers in 
the design and construction of 
more than 200 buildings. Mr. Neer- 
gaard and the firm with which he 
is associated, Neergaard, Agnew, 








Nothing on the outside of a 


bundle can prove sterility. 


A melted Diack in the center 
of a pack proves 250° steam 
penetration, the temperature 
needed to combat infections 


of all kinds. 











Time-tried Diack Controls 


DIACKS EVERY DAY 





Get back to first principles of cleanliness and sterility, and you 


will control the staph problem. 


SMITH & UNDERWOOD 


Sole Manufacturers of Diack Controls & Inform Controls 
ROYAL OAK, MICHIGAN 











Craig & Westermann, have also 
advised more than 350 hospitals in 
the past 30 years. 

Mr. Neergaard is a life member 
of the American Hospital Associa- 
tion. He served for three years as 
chairman of the AHA’s Committee 
on Hospital Planning and Equip- 
ment and also as a member of the 
AHA’s air conditioning committee. 

To encourage development of 
improved standards of hospital 
design, Mr. Neergaard sponsors a 
fellowship in hospital architecture 
at Yale University. Since his re- 
tirement in 1952, he has spent 
much of his time promoting the 
principles of insulation. 


Nathan Bushnell, Ill, suggests that 
a relaxing of educational require- 
ments can help reduce the person- 
nel shortages 
confronting 
many paramed- 
ical groups. This 
approach, writes 
Mr. Bushnell in 
his article which 
starts on p. 31, 
offers prompt 
relief from these 
shortages. 

Administrator 
of Franklin Me- 
morial Hospital, Rocky Mount, Va., 
Mr. Bushnell is also chairman of 
the Health Personnel Committee 
of the Virginia Council on Health 
and Medical Care. He graduated 
from the Medical College of Vir- 
ginia School of Hospital Adminis- 
tration in 1951. 

Mr. Bushnell has been a consult- 
ant on several hospital projects, 
vice president of the Roanoke Area 
Hospital Council and a member 
of the executive committee of the 
Virginia Hospital Association. 

In 1955 and 1956, Mr. Bushnell 
developed and published a pro- 
gram for introducing high school 
students to the hospital. The paper 
was later translated by the United 
States Information Agency and 
distributed abroad. 





MR. BUSHNELL 
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RUBBER ELASTIC BANDAGE 
STANDS OUT BECAUSE IT STANDS UP 


under constant use—With a tensile strength greater than any competitive bandage, amazing 
new ACE has increased resistance to tearing built into every strand. Even after repeated wear 
and laundering, ACE continues to provide firm, anatomically correct support. 


under higher heat—Even 15 hours of dry heat sterilization at 320° F. can’t wilt this new ACE... 
the specially developed rubber threads retain elasticity to a degree never thought possible before. 


for maximum economy — Specify ACE hospital packaging. Individually polyethylene wrapped 
bandages, 2”, 21/2”, 3” or 4” widths, in boxes of twelve...6” width in boxes of six. Readily avail- 
able from your nearby distributor—the single source for most of your hospital supplies. 


BECTON, DICKINSON AND COMPANY: RUTHERFORD, NEW JERSEY 


B-D AND ACE ARE REGISTERED TRADEMARKS OF BECTON, DICKINSON AND COMPANY 
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 low...A Really PORTABLE Aspirator 


: TOMPKINS 


Weighs only 161/, Ibs. 


Complete with Yankaver 
suction tube and 
utility wrench 


Cat. No. 100-65 


COMPARE THESE FEATURES 


@ Totally enclosed heavy duty motor... 
requires no lubrication... rubber mounted to 
insure quiet, vibrationless operation 


@ 32 oz. suction bottle 
Perfectly balanced... 
easy to carry @ Simple filtering system...suction gauge 


and regulating valve 


@ Durable finish... Sklar two-tone baked enamel 


PRODUCTS 
LONG ISLAND CITY, N. Y. 


Sklar Equipment is available through 
accredited surgical supply distributors 
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SIO 
diarrned 


solves acute diarrheal disease problems... 


@ swiftly relieves symptoms gg rapidly destroys 
bacterial pathogens (bactericidal rather than bacteriostatic) 
m succeeds where others fail against the enteric “problem 
pathogens” — increasingly prevalent, refractory strains 


of Staphylococcus, Escherichia, Salmonella and Shigella 


... Without creating new problems 


m does not upset the balance of normal intestinal flora 
@ does not encourage monilial or staphylococcal overgrowth 


@ does not induce significant bacterial resistance 


A PLEASANT ORANGE-MINT FLAVORED SUSPENSION 
containing FUROXONE, 50 mg. per 15 cc., with kaolin and pectin 
w For patients of all ages (may be mixed with infant formulas, 
passes through a standard nursing nipple) m Dosage: Should 
provide (in 4 divided doses) 400 mg. daily for adults, 5 mg./Kg. daily 
for children m Supplied: bottles of 240 cc. (also: FUROXONE Tab- 


lets, 100 mg. scored, bottles of 20 and 100) 


THE NITROFURAN S—a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 
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Looks like a bed — not a piece of 
surgical apparatus. This tends to 
make the patient feel more “at 
home,” more assured of recovery 
status. 


" 


27 x 12 x 1” storage tray is stand- 
ard equipment. Adds to conven- 
ience particularly when moving 
patient from area to area. Attaches 
at either end of bed. 


| el 


Hard’s Slida-Side, the modern, 
space-saving, time-saving safety 
side is standard equipment. 


30” width Recovery Bed standard, 
No. 1483RG and 1484RG. Avail- 
able also in 36” width, known as 
Hard Converta-Bed. No. 1485PG. 


Foot guard, Bucks Extension, Bier- 
hoff Crutches, available as acces- 
sories. 





THE MANY-PURPOSE BED 


THAT FILLS ALL YOUR NEEDS 


HARD 


RECOVERY BED 


Here’s the most versatile bed 


ever made for hospital use. Designed 
for recovery or intensive care areas, it serves a 
variety of other purposes as well. 


EVE BED 
Head piece re- 
moved. Bed per- 
mits access for 
eye work or other 
activities at the 
head area. 


ORTHOPEDIC 
BED 

« When both head 
and foot pieces 
are removed, the 
bed will accom- 
modate standard 
round tube over- 
head fracture 
frame for ortho- 
pedic use. 


REGULAR ROOM BED 
The bed is a handsome furniture 
piece that looks well in the standard 
modern hospital room, and works in 
conjunction with other hospital 
room furniture and equipment. 
HARD'’s 12-year guaranteed PG 
16-position spring provides Tren- 
delenberg, Fowler and Hyper- 
Extension as well as all standard 
treatment positions. 


No. 1484RG 30” WIDTH 





BUFFALO 7,NEW YORK = 
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RECOVERY BED 

Bed is equipped with fittings for 
1506PG Slida-Side Safety Sides 
which offer greatest possible protec- 
tion, especially when bed is used for 
recovery. Large ball bearing casters 
make this an easy bed to move from 
Recovery or Intensive Care Areas to 
patient’s room. 





FRACTURE 
BED 

With head or foot 
piece removed, end 
of bed is flush with 
mattress surface, al- 
lowing a direct pull 
at mattress level for 
traction with Bucks 
Extension. 


DELIVERY 
BED 
Bierhoff knee 
crutches quickly 
and easily installed 
at foot end for 
emergency deliver- 

ies. 
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= No. 1485PG 36” WIDTH 


HARD MANUFACTURING COMPANY 


FOUNDED IN 1876 


<ooorggprcgs 








se 
ee ree 


HOSPITALS, J.A.H.A. 











digest of NEWS 





>} REPORT FROM WASHINGTON—President Eisenhower did not specify what 
health programs the administration is considering for increased expen- 
ditures, although he said in his State of the Union address that “next 
year we will be spending an increased amount on health programs.” 


Details p. 81. 

@ Some 200 of the more than 
2000 bills introduced in Congress 
on its opening day deal with the 
federal government’s role in hos- 
pital-medical affairs. The most im- 
portant of these are briefly out- 
lined on p. 82. 

@ Rep. Aime J. Forand (D-R.1.) 
has expressed his belief that his 
proposal for using the social secur- 
ity mechanism as a means for pro- 
viding hospital-medical benefits 
for the aged has a good chance of 
being passed by Congress this year. 
Details p. 82. 

@A bill introduced by Rep. 
James Morrison (D-La.) to un- 
derwrite part of the cost of hospi- 
tal-medical insurance for federal 
employees is destined for early 
hearings. Details p. 82. 

eA House committee chaired 
by Rep. Wilbur Mills (D-Ark.) is 
planning to revise and simplify the 
federal tax system. The committee 
is also to review the exemption 
status of many nonprofit organiza- 
tions, including hospitals. Details 
p. 81. 


> CHANGES SEEN IN ROLE OF HOSPITAL 
PHARMACIST—Among the changes 
predicted for tomorrow’s pharma- 
cist are that: 

@ He will be better educated 
than he is today. 

@ He will have more versatil- 
ity in hospital management. 

@ He will be less of a technician 
and more of an executive. 

@ There will be, proportionately, 
less “he’s” and more “she’s,” with 
women holding down a predicted 
25 per cent of future hospital phar- 
macy jobs. 

Four panelists at the 1958 an- 
nual meeting of the American As- 
sociation for the Advancement of 
Science, Dec. 26-31, Washington, 
D.C., made these predictions. De- 
tails p. 52. 


> 18 BECOME LIFE MEMBERS OF AMER- 
ICAN HOSPITAL ASSOCIATION—Details 


p. 89. 
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> AREA COUNCIL, STATE ASSOCIATION 
MAP PLANS FOR USE IN DISASTERS— 
Erie County, N.Y., (Buffalo) hos- 
pitals have agreed to follow a 
specific set of procedures should 
a disaster strike the area, the 
Western New York Hospital Coun- 
cil has reported. Details p. 87. 

@ The California Hospital Asso- 
ciation has issued an outline of a 
disaster plan which hospitals may 
adapt for their own use. Details p. 
87. 


> SURVEY SHOWS MOST NEW YORK HOS- 
PITALS DO NOT ACCEPT ALCOHOLIC PA- 
TIENTS—Only 35 per cent of public 
general hospitals in New York 
State, 20 per cent of the voluntary 
general hospitals, and 9 per cent 
of the proprietary general hospi- 
tals will accept patients with a 
primary diagnosis of alcoholism. 
This information and some of the 
reasons why hospitals hesitate to 
admit alcoholics are detailed in a 
report made by the New York 
State Interdepartmental Health 
Resources Board and the Hospital 
Association of New York State. 
Details p. 88. 


> ADMINISTRATORS DISCUSS EXPERIENCE 
GAINED FROM CHICAGO SCHOOL FIRE— 
The Chicago Hospital Council re- 
cently sponsored a symposium at 
which the administrators of the 
four hospitals which provided care 
for the victims of the Dec. 1, 1958, 
Our Lady of the Angels School 
fire, Chicago, told how their hos- 
pitals responded to the emergency 
and discussed how a future dis- 


aster might be handled more effi- 
ciently. Details p. 88. 


> U.S. MAKES GRANTS FOR HOSPITAL 
ADMINISTRATION RESEARCH—Some 
$76,047 in grants for five Public 
Health Service sponsored research 
projects in hospital administration 
and services have been approved 
by the Federal Hospital Council. 

Grants of this type are made 
under the Hospital and Medical 
Facilities Survey and Construction 
(Hill-Burton) Program. A total of 
$4.8 million has been appropriated 
for this type of research since 
1956. 

The new grants are for: High- 
land View Hospital, Cleveland—$31,165 
for the first year of a four-year 
study of individual patient needs 
and the care provided in the hos- 
pital for chronic disease patients. 
Condition of the patient will be 
evaluated at admission, during 
hospitalization, and following dis- 
charge from the hospital. Results 
of the study are to be applied to 
improving admission policies, 
management and care of patients 
in the hospital, and hospital poli- 
cies and provision for discharged 
patients and their  posthospital 
course of treatment and care. 

Cornell University, Ithaca, N.Y.—$19,- 
895 for the first year of a three- 
year study of hospital-community 
relations. Purpose of this study is 
to evaluate the attitudes of sev- 
eral communities to their hospi- 
tals, based on a series of specific 
criteria of activity and perform- 
ance, both inside the hospital and 
in the community. 

United Hospital Fund of New York, 
New York City—$13,750 to complete 
an existing project on research and 





Worth Quoting 





“. . . The cult of bigness has erected many shrines in modern 
America. That bigness is here to stay is inevitable. That it must be 
achieved at the expense of greatness is not inevitable . . 
Frederick Norwood, chairman, Division of Legal and Cultural Medi- 
cine, School of Medicine, College of Medical Evangelists, Loma Linda 
and Los Angeles, Calif., before the 69th annual convention of the 
Association of American Medical Colleges, October, 1958, Philadelphia. 


. "—William 











education in management and op- 
erations improvement. 

University of Minnesota, Minneapolis 
—$8943 for a one-year study to 
explore the possibility of develop- 
ing an organized program of edu- 
cation for training research peo- 
ple in hospital administration. 

University of California, School of 
Public Health, Berkeley—$2294 for a 
one-year pilot study to determine 
whether, and to what degree, the 
small hospital provides material 
for research in hospital adminis- 
tration. 


> SPRINGER NAMED OFFICER OF PENN- 
SYLVANIA BLUE CROSS PLAN—Edward 
L. Springer, deputy attorney gen- 
eral of Pennsylvania for the past 
four years, has been elected a vice 
president of the Hospital Service 
Association of Western Pennsyl- 
vania (Blue Cross), Pittsburgh. 
Mr. Springer will serve as staff 
legal counsel and as administrative 
officer for the Blue Cross Plan. 
Mr. Springer was deputy attor- 
ney general assigned to the Penn- 
sylvania Insurance Department 
during the 1958 rate hearings and 


the adjudication which followed 
them (see HOSPITALS, J.A.H.A., May 
16, 1958). 

Mr. Springer has also served 
(1949-51) as legal counsel to the 
U.S. Senate Majority Policy Com- 
mittee and as legal counsel to the 
Senate majority leader. 


p DR. ERNEST E. IRONS, FORMER AMA 
PRESIDENT, DIES—Dr. Ernest Edward 
Irons died in Chicago on Jan. 18 
at the age of 81. He was president 
of the American Medical Associa- 
tion in 1949-50. Details in Feb. 16 
issue of this Journal. 


> CLOSING OF HOSPITAL SCHOOLS OF 
NURSING IN NEW JERSEY RECOMMENDED 
—A Governor’s Interim Commis- 
sion on Nursing should be estab- 
lished in New Jersey to study the 
possibility of closing the 35 hospi- 
tal schools of nursing in the state 
and placing all nurse education 
programs in colleges, a college 
dean recommended. 

Dean Ella V. Stonsby, Rutgers 
University College of Nursing, 
made this recommendation before 
a meeting of the New Jersey 


League for Nursing. She said the 
commission should be composed of 
nurses representing education and 
service, should be headed by a 
nurse educator, and should be ad- 
vised by a committee of hospital 
administrators, legislators, and 
prominent lay citizens. 

Dean Stonsby said that if such 
a commission were established it 
should consider: number of schools 
needed in the state; closing sched- 
ule for the 35 hospital schools; re- 
locating hospital school faculties; 
establishment of state-wide schol- 
arship and recruitment programs; 
ways of augmenting teaching 
staffs; possible development of 
hospital and public health facil- 
ities as clinical teaching centers. 

Nearly 3000 persons were en- 
rolled in New Jersey’s 35 hospi- 
tal nursing schools last year and 
233 were enrolled in the nursing 
programs of the three university’s 
in the state which offer such 
courses of study. No state in the 
country currently requires its 
nurse education to be given solely 
through collegiate programs, Rut- 
gers reported. 
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HYPODERMIC SYRINGES 


NEEDLES ... about /2¢ per use 


Surveys have shown that Eisele Syringes can be used for less 
than 4¢ per use .. . and this includes cleaning and steriliza- 


tion until breakage. 


EISELE HYPODERMIC SYRINGES 


if 


with interchangeable barrels and plungers 


2cc with Luer-Lock, Metal or Glass Tip... .$15.63 
2cc in lots of three gross or more 
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LUER-LOCK TIP METAL TIP GLASS TIP 


Unconditionally guaranteed 


Write for price list on our full line of hypodermic syringes 
and needles and other hospital equipment. 
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setting new standards 


ETHICON 


sutures 





ELECTRON BEAM STERILIZED 


better “hand” 


stronger, optimum pliability 


SUTU PAK’ 


surgical silk— dry, pre-cut, sterile 


in new foil packet 


ETHICON 
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Legislative program goal 
What goals should a state hospital 


establish for its legislative program on 
reimbursement for indigent care? 


The objective of a hospital leg- 
islative program for the indigent 
and medically indigent should be 
reimbursement at each hospital’s 
current full cost. There are several 
facets to such a program and each 
facet has specific problems that 
cannot always be resolved. The 
four major facets in which there 
should be joint hospital action, in- 
clude: 

1. Uniform hospital accounting 
and reporting program. 

2. Standard hospital cost and 
certification program. 

3. Definitive statement on reci- 
pient eligibility for each category 
of government assistance. 

4. Realistic appropriations by 
state, county and city governments. 

The nature of state, county and 
city appropriations are such that 
it is unrealistic for hospitals to 
expect reimbursement at current 
cost. Appropriations are made in 
advance of the period in which 
payments will be made and hos- 
pital costs cannot be computed 
until the period is over. The longer 
average length of stay of indigent 
and medically indigent patients, 
however, gives the hospital a 
longer period over which to aver- 
age costs of special services pro- 
vided. It would seem, therefore, 
in view of the longer stay, that 
hospitals need not become seri- 
ously concerned over receiving 
current costs as long as they re- 
ceive full costs for the most up- 
to-date period for which hospital 
costs can be made available. 

The definition of full costs poses 
several problems. While the stand- 
ards set up by the American Hos- 
pital Association in its Principles 
of Payment for Hospital Care have 
received wide acceptance, depre- 


The answers to these questions should not be con- 
strued as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys, 
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ciation is not allowed in some 
states and interest is not allowed 
in some others. Acceptance of the 
standards can best be achieved 
through a continuing program of 
education aimed at key govern- 
ment officials. 

The form of cost reporting is of 
prime importance to hospitals. The 
accounting handbook and the man- 
ual Cost Finding for Hospitals pub- 
lished by the AHA, provide a solid 
basis for such reporting. 

The audit of hospital cost reports 
is an important and necessary part 
of a cost reimbursement program. 
Since hospitals are apt to make 
errors in computation, there would 
seem to be advantages in having 
the cost reports either audited or 
reviewed before they are sub- 
mitted to a government agency. 
As part of such review, a proce- 
dure should be established for 
hearings at which hospitals can 
present their position on items 
which they have included in their 


‘cost report but are not accepted. 


A similar procedure should also 
be established under a government 
audit program. 

If hospitals set up their own 
audit or review program of hos- 
pital costs, a certification proce- 
dure is needed. The form it will 
take depends on what part the 
hospital and the certified public 
accountant play in computing in- 
dividual hospital costs and in their 
review. Hospitals should recognize 
that reimbursing agencies need to 
justify the propriety of payments. 
A certification program will pro- 
tect both hospitals and government 
assistance agencies. 

Standards of eligibility for gov- 
ernment assistance programs vary 
from state to state with respect to 
the medically indigent. In Penn- 
sylvania, New Jersey and Maine, 
the hospital has responsibility for 
determining who is medically in- 
digent. In New York, Connecticut 
and Massachusetts, acceptance of 
a medically indigent person for 
government assistance is the re- 


sponsibility of a welfare agency. 

There are advantages to both 
plans. In Pennsylvania, hospitals 
get about half the cost of care but 
are able to include their entire 
load of medically indigent. In Con- 
necticut, hospitals receive at least 
95 per cent of their individual 
costs but are dependent on the 
welfare department to accept the 
indigent for assistance. In Penn- 
sylvania, additional funds need to 
be found to pay the balance of the 
cost of hospital care. In Connecti- 
cut, funds need to be found for 
those medically indigent who are 
not accepted for assistance by 
the welfare department. Hospitals 
have a choice of which system to 
promote. 

Realistic appropriations are the 
key to realistic hospital reimburse- 
ment. This involves practical pol- 
itics, as well as the three facets 
already discussed. As early as six 
months prior to the date on which 
a legislative body, whether state, 
county or city, is to meet, hospi- 
tals should be prepared to discuss 
the budget with the responsible 
government official. From _ that 
point on hospitals should be pre- 
pared to appear in support of the 
budget figure before the governor, 
county judge, mayor, or any one 
of the legislative bodies involved. 

In a number of states, the failure 
to secure realistic appropriations 
for government assistance pro- 
grams has required the establish- 
ment of reimbursement ceilings. 
Ceilings have the effect of retard- 
ing the expansion and improve- 
ment of hospital services, of put- 
ting a financial pressure on private 
patients and on reimbursement 
programs, and of penalizing the 
hospital which provides a broad 
spectrum of patient services. 

It is to the interest of such hos- 
pitals and of prepayment plans to 
take the leadership in the estab- 
lishment of a program of uniform 
accounting and reporting, and a 
program of political action. 

—HIRAM SIBLEY 
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(Advertisement) 


The 10 questions most often asked 
about the Control of Staph 


Q 


> 


& 


> & 


¢ Where does Staph start from? 


First, from an infected patient, 

e then it is everywhere at once. In- 
fection and re-infection are a con- 
tinuous cycle kept in motion by 1) 
direct contact from the infected 
patient to personnel to another 
patient; 2) direct contact with 
contaminated objects; 3) contam- 
inated dust and lint settling on or 
being breathed in by patients and 
personnel. 


e What is the first thing to do to 
control the spread of Staph? 


Make a thorough study of the 
problem in your own hospital. 
Don’t overlook any area of hospital 
service, any patient, or any person- 
nel. This critical evaluation may 
reveal previously unsuspected 
sources for infection, particularly 
in the environment. 


¢ Do all hospitals have the same 
environmental problems? 


Basically, yes, or the same poten- 
e tial ones. In addition to known in- 
fection-sensitive areas — such as 
nurseries and obstetric wards, op- 
erating rooms, pediatric wards, 
isolation wards—there is the haz- 
ard of infectious organisms “trav- 
elling” through the entire hospital 
by whatever means is available to 
them. As a result—hospital- 
acquired infections can complicate 
the patient’s case, increase neces- 
sary care, and jeopardize complete 
recovery. Hospital personnel may 
become carriers or even patients. 


e How does Staph “travel”? 


Staph is a pathogenic parasite 


e which, once outside the human 


host, attaches itself to dust and 
lint and lurks there waiting to be 
stirred up into the air where it can 
invade the human host through the 
respiratory tract or open wounds. 
In human tissues, Staph is hard to 
kill as it multiplies aggressively 
and resists most antibiotics. In the 
environment, dormant Staph can 


Q. 
A 


A. 


live for months — but it can be 
reached and killed quickly if the 
proper measures are taken. 


What are the “proper measures” 
to kill environmental Staph? 


Disinfection. Routine use of the 
proper type of disinfectant on any 
or all surfaces which can become 
contaminated by airborne dust and 
lint, by spray from mouth and 
nose, or by direct contact—floors, 
walls, furniture, equipment, etc. 
Use of the same type disinfectant 
for blankets and linens from which 
contaminated lint can come. 


What is the “proper type 

of disinfectant”? 

Phenolic disinfectants have been 
proved effective by every standard 
laboratory test and in actual hos- 
pital infection. In a special report? 
on the A.M.A. Conference on 
Staphylococcic Infections, John W. 
Brown, M.D., states, “The frequent 
and thorough application of the 
phenolic germicides (disinfec- 
tants) in proper concentration has 
accomplished more toward elimi- 
nating airborne bacteria from a 
hospital environment than any 
other method”. 

Lehn & Fink’s Amphyl®, O-syl®, 
Lysol®, and Tergisyl"": are all 
phenolic compounds. 


Do these Lehn & Fink disinfectants 
kill other organisms besides Staph? 


Yes. The action of L&F disinfec- 
tants is termed “broad spectrum”. 
Besides being staphylocidal, they 
are tuberculocidal, fungicidal and 
widely bactericidal—killing organ- 
isms common to the hospital such 
as those causing infant diarrhea. 


What about costs? Will increased 
control measures increase 
operating costs of the hospital? 
No. After continued experience 
with Lehn & Fink disinfectants, 
Ralph Adams, M.D., reports,” “An 
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important job recognized as such, 
interested personnel, and good 
methods are all needed to achieve 
a cleaner, safer hospital — yet at 
no substantially greater mainte- 
nance cost—particularly when the 
cost of infections is taken into ac- 
count”. A well-correlated infection 
control program can stabilize op- 
erating costs. 


Whose responsibility is it to see 
that there is a “well-correlated” 
infection control program? 


First, the administrative head of 
the hospital, but he cannot do it 
alone. He needs an effective Infec- 
tion Committee to assist him. Real 
control requires the help of every 
department head and everyone in 
each department. Much specific in- 
formation is available on proce- 
dures which apply to specific de- 
partments. The Administrator 
needs the cooperation of everyone 
in establishing standardized meth- 
ods. Since the Housekeeping De- 
partment reaches into every part 
of the hospital and has the job of 
keeping the environment aseptic- 
ally clean, its responsibility is 
great. 


Where can the hospital turn 
for practical information on 
disinfection methods? 


To improve control quickly, the 
best source is the established dis- 
infectant manufacturer. Lehn & 
Fink has been solving the problems 
of environmental disinfection in 
hospitals since 1874. We hope you 
will draw on this experience. The 
information we can provide will 
save time and trouble in analyzing 
your infection problem and insti- 
tuting effective controls. Amphyl, 
Lysol, O-syl and Tergisyl are all 
effective phenolic disinfectants. 
Each has individual characteris- 
tics which frequently determine 
your choice for standardized use. 
Samples and detailed literature 
will gladly be sent on request, 


Why not let Lehn & Fink help you prevent or control Staph infection? All of 
our disinfectants have been both laboratory and hospital-use tested against 
antibiotic resistant strains of Staph. Technical assistance is available to your 
Infections Committee or individual department heads. 


Lehn & Fink 


PRODUCTS CORPORATION 


rm Professional 


O'VISION 


445 PARK AVENUE. NEW YORK 22.N Y. 
SPECIALISTS IN ENVIRONMENTAL ASEPSIS 


AMPHYL®, LYSOL®, and 0-sYL® disinfectants and TERGISYL™”: detergent- 
disinfectant are staphylocidal, bactericidal, fungicidal and tuberculocidal. 
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gpinions and ideas 





Flecked with praise 


Dear Sir: 

We have read with interest the 
article entitled “Fleck Paint: It 
Costs More, But...” by David M. 
Smith [HOSPITALS, J.A.H.A., May 1, 
1958, p. 59] and we are happy to 
see that color-flecked paints are 
beginning to receive the editorial 
attention we have long felt they 
deserved. 

In this connection, however, we 
were somewhat distressed to note 
the emphasis the article laid on 
the need for ventilation and the 
“pungent” odor of the paint, par- 
ticularly since we have advertised 
our new, odorless-type color- 
flecked paint on at least three oc- 
casions in your publication, Oc- 
tober and November 1957 and 
January 1958. 

Odorless-type Plextone is a non- 
lacquer-base and the “odor prob- 
lem” mentioned in the article has, 
accordingly, been minimized to a 
considerable degree. As we have 
stated in our advertisement, two 
great paint advantages have been 
combined into one in this new 
Plextone. Because it is practically 
odorless, one room can be painted 
while an adjacent room is in use. 
Because it dries faster than ordi- 
nary paint you can avoid costly 
delays in routine. 

We sincerely hope that some 
editorial recognition will be given 
to the technical advances that we 
have made in fleck paint and shall 
anxiously await your comments. 
—B.F.AMES, vice president, Plex- 
tone Corporation of America, New- 
ark 4, N.J. 


Gift policy for all 


Dear Sir: 

The letter on gift policy pub- 
lished in the Journal of Nov. 1 
(p. 44) has drawn considerable 
interest at this hospital and most 
certainly is a timely one. 

However, it is the opinion of 
the staff at this hospital that this 
problem was limited to the pur- 
chasing activities of the hospital. 
We wish to point out that this is 
a problem for all hospital person- 
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nel and we would call your atten- 
tion to the fact that purchasing 
people are probably the most con- 
scientious concerning this matter, 
but that little is said concerning 
all other hospital employees who 
from time to time receive gifts. 
By all other hospital employees, 
we would most certainly include 
administrative personnel. 

Thank you for the inclusion in 
your magazine of such a sugges- 
tion, but hope that you would 
call attention to the fact that its 
effectiveness will only be ex- 
perienced if it is appreciated by 
all hospital employees.—JoHN M. 
DANIELSON, administrator, Evans- 
ton (Ill.) Hospital. 


Credit for Gatch 


Dear Sir: 

I read with a great deal of in- 
terest in the October 16, 1958, is- 
sue of HOSPITALS, J.A.H.A. the arti- 
cle by Gailani et al. “A History of 
the Hospital Bed” I was struck by 
the idea of giving doctors credit 
for their help in developing hospi- 
tals beds. On p. 42 Doctor Urie is 
mentioned and on the same page 
Doctor Hewson. 

However, on p. 40 the Gatch 
spring is mentioned, but no one 
would know that Gatch is the 
name of a doctor too. The dic- 
tionary gives W. D. Gatch, Ameri- 
can surgeon. I had my training as 
a nurse in Indiana where Doctor 
Gatch practiced and we were told 
that he, with the help of an engi- 
neer, was the one who put the 
back rest and the knee rest on the 
beds. He was for several years the 
dean of Indiana University Medi- 
cal School located at Indianapolis. 

I wonder if the authors used as 
reference: Gray, Cecil and Gray, 
Marjory. The Bed of Clinophil’s 
Vade Mecum. London: Nicholson 
and Watson, 1946. 280 pages (26 
Manchester Square London W. 1). 

While this book deals with the 
development of beds in general, 
there is on p. 294 this statement: 
“The great strides accomplished 
in medical science have been 
helped by the supply of bedsteads 
of all descriptions for hospital use: 





LETTERS TO THE EDITOR 


operating tables, spinal carriages, 
etc. suitable for any disease.” 

Also on p. 32 of the same book 
the authors quote from Burton’s 
The Anatomy of Melancholy. “Ep- 
icurus’ cure. When a sad and sicke 
patient was brought to him to be 
cured, he laid him down on a 
downe bed, crowned him with a 
garland of sweet smelling flowers, 
in a faire perfumed closet deli- 
cately set out, and after a potion 
or two of good drink, which he 
administered, he brought in a 
beautiful young wench that could 
play upon the lute, sing and 
dance.” 

I did not find Gray’s book listed 
at the end of the article. I thought 
it might be of some use.—ESTHER 
MCCLAIN, R.N., Providence Hospi- 
tal School of Nursing, Detroit. 


Use of nursing aids 


Dear Sir: 

In catching up on and review- 
ing reading recently I reread edi- 
torial notes in the Oct. 1, 1958, 
issue of HOSPITALS, J.A.H.A. In the 
third column of this editorial it 
states, “as a matter of fact the 
Norwalk Conn., hospital has been 
using nursing aids in an intensive 
fashion since 1945.” 

I thought you might be inter- 
ested in knowing that a few hos- 
pital administrators were making 
great strides in the area of econ- 
omies in nursing services as far 
back as the late 1920’s and the 
early 1930’s. Albany (N.Y.) Hos- 
pital has been using practical 
nurses since about 1928. This type 
of nurse was used in the TB units 
starting in about 1928 and the 
trial was so successful that they 
were put on the regular acute hos- 
pital nursing units very early in 
1930. We started using ward clerks 
in all nursing units at Albany in 
1934. We started training and 
using nurses aids on all units in 
1933. 

Dr. Joe Turner, formerly admin- 
istrator of New York City’s Mt. 
Sinai Hospital, was, I suspect, the 
first administrator in the country 


(Continued on page 90) 
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A.C.MLI. was the first to introduce nylon woven 
catheters in the United States — originally for 
ureteral use — later for cardiac catheterization. 


A.C.M.I.’s nylon woven cardiac catheters are 
preferred for smoothness combined with flexibility. 
Lengths: 30 cm. to 150 cm. Thin-walled, radiopaque. 


A.C.M.I.’s polyethylene cardiac catheters provide 
a smoother and larger lumen for collection of 
blood samples and the rapid injection of contrast 
media. Other types too are under development. 


A triumph of technical skill — all A.C.M.I. cardiac 
_ catheters have earned the confidence of the medical 
profession through their consistently superior quality. 
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editorial notes 


—reviewing the formulary 


PPEARANCE OF A complete col- 
lection of drug monographs 
in more than 3000 hospital mail- 
boxes during the last month 
marked the beginning of the Amer- 
ican Hospital Formulary Service 
of the American Society of Hos- 
pital Pharmacists.* As a part of 
the service, offered on a subscrip- 
tion basis, subscribers will receive 
new monographs as new drugs are 
evaluated. 

One of the most important single 
factors in the service, the ASHP 
has stated, is that the medical staff 
of each hospital retains complete 
authority over drugs to be in- 
cluded in the formulary of the 
hospital. Thus, working through 
the Pharmacy and Therapeutics 
Committee, each medical staff will 
select from the loose-leaf formu- 
lary only those drugs it considers 
ones of choice. Additional new 
drugs can be considered by the 
staff for inclusion in the formulary 
as monographs are received. 

Although the need for some type 
of formulary service had been rec- 
ognized and discussed for years, 
actual work on the American Hos- 
pital Formulary Service began in 
1954. The service was approved in 
principle by the Board of Trustees 
of the American Hospital Associa- 
tion in 1958. It has received similar 
approval from the Catholic Hospi- 
tal Association and the American 
Pharmaceutical Association. 

Aside from the obvious advan- 





*How the formulary system affects drug 
purchasing for hospitals was discussed 
during a recent meeting of the ASHP and 
other pharmacy groups. For an account 
of the meeting, see page 52 
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tage of time saved for the Phar- 
macy and Therapeutics Committee 
—and the pharmacist as a member 
of that committee—in preparing 
drug monographs and compiling a 
formulary, the medical staff and 
the committee are given more time 
for evaluating drugs and attending 
to other matters related to the dis- 
tribution and use of pharmaceuti- 
cals in hospitals. The service also 
provides convenient reference for 
physicians, nurses and pharmacists 
regarding drugs, their dosage 
forms, and other pertinent data. 
Introduction of the American 





OFFICIAL NOTES 
Actions taken by the Board of 
Trustees of the American Hospital As- 
sociation at its meetings in Chicago, 
November 20 and 21, are reported in 
this issue in the Association Section 
on page 46, 





Hospital Formulary Service fo- 
cuses attention on the matter of 
implementing and administering a 
hospital formulary, whether based 
on monographs developed in the 
hospital or by outside sources. For- 
malities of adopting a formulary, 
the lines of authority for its ad- 
ministration, the educational as- 
pects of applying it—these and 
related matters deserve the most 
careful consideration. 

Hospitals adopting the ASHP 
service can profitably make it an 
occasion for reviewing their pro- 
fessional policies relating to drugs, 
making certain that the service is 
being laid down upon a solid foun- 
dation of acceptance and under- 
standing. Hospitals in the latter 
stages of developing their own for- 


mulary can also profit from an ap- 
praisal of how well the system will 
mesh with established policies. The 
following queries might provide a 
rough guide for such a review: 

@ Has the medical staff ap- 
pointed a Pharmacy and Thera- 
peutics Committee and charged it 
with the responsibility of formu- 
lating broad professional policies 
regarding the evaluation, selection, 
procurement, distribution, use, 
safety procedures and other mat- 
ters related to drugs in hospitals? 

e@ Are these policies in writing 
and has the medical staff formally 
adopted them? 

@ Do the policies provide for 
(1) the clinical evaluation of non- 
formulary drugs by members of 
the medical staff and (2) the clin- 
ical evaluation and control of in- 
vestigational drugs? 

@ Has the principle of accepting 
drugs by their generic names been 
adopted, even though trade name 
drugs may be in common use in 
the hospital? 

@ Has the medical staff clearly 
indicated that the formulary sys- 
tem is desirable for the hospital? 

@ Finally, in the formulation of 
policies and procedures, has ter- 
minology been avoided (such as 
use of the term “substitution”) 
which impliedly approves the un- 
authorized dispensing of a brand 
different from that prescribed or 
the dispensing of an entirely dif- 
ferent drug, neither of which takes 
place under the formulary system? 

In addition, many hospitals 
could profit from a review of their 
labeling procedures and practices. 
Attention might be given to prob- 
lems of correct labeling of phar- 
maceuticals, with particular refer- 
ence to the labeling of medications 
in the pharmacy and on nurs- 
ing units, being certain that no 
container carries only a propri- 
etary name when the product is 
actually made by another manu- 
facturer. 
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by DAVID LITTAUER, M.D., 
FRANZ U. STEINBERG, M.D., and 


DAVID A. GEE 


a SEVERAL years Jewish Hos- 
pital operated a branch chronic 
disease facility located some 18 
miles from the main hospital plant. 
It was typical of many such insti- 
tutions. It had a small x-ray and 
laboratory unit for simple diagnos- 
tic work. More complex material 
was sent to the main hospital for 
determination. Acutely ill patients 
were also transferred to the main 
hospital for treatment and care. 
The average length of stay was 
318 days and the majority of dis- 
charges were by death. In 1956 
the branch was closed and the 
patients were moved into new fa- 
cilities provided at the main hos- 
pital. 


TYPES OF PATIENTS CARED FOR 


It is arbitrary and impractical, 

David Littauer, M.D., is executive di- 
rector and David A. Gee, M.H.A., is asso- 
ciate director, Jewish Hospital of Saint 
Louis. Franz U. Steinberg, M.D., is medi- 
cal director of the chronic disease unit, 
Jewish Hospital of St. Louis. 
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Organizing and operating 
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AS PART of the intensive rehabilitation program developed at the chronic disease division, 
Jewish Hospital of St. Louis, bulatory patients are encouraged to dress in street clothes. 








This report describes the organization and operation of a chronic medical 
service at Jewish Hospital of Saint Louis, a 500-bed voluntary general hospital. 
The hospital’s long-term services include a 68-bed division for the chronic medi- 
cal patient, a 31-bed rehabilitation unit for the physically disabled, a 35-bed adult 
psychiatric unit, and a department of home care now in its fifth year of operation 
with a steady case load of 50 patients.! An inpatient unit for seriously disturbed 
children has just been activated. The hospital is also responsible for the medical 
service of an associated old folks home. 

In Part one of this comprehensive report, the authors discuss such subjects 
as types of patients cared for on the chronic disease unit, physical facilities 
of the unit, staffing arrangements, and admission and discharge procedures. 
Part two, to be published in the next issue, treats the unit’s program of care, 
the costs, sources and types of income involved in the operation, the relation 
of the chronic disease facility to other medical care programs, and advantages 


and disadvantages of the program. 





dicated because it promises im- 
provement of physical and mental 
states and higher levels of self- 
care. Other chronically ill pa- 
tients cannot be expected to im- 
prove. Treatment is supportive, to 


in defining the term “long-term 
patient,” to impose such temporal 
yardsticks as 30 or 90 days of 
illness. A long-term patient can 
be defined as a chronically ill per- 
son who requires medical care for 





a long period of time, either at 
home or in an institution. 

Some chronically ill patients can 
be fully or partially rehabilitated. 
Intensive medical attention is in- 


keep them alive and as comfortable 
as possible. 

While diagnostic criteria are 
helpful in determining whether or 
not patients can be rehabilitated, 
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they do not suffice in themselves. 
For example, some patients with 
hemiplegia resulting from a cere- 
bral thrombosis quickly reach a 
level beyond which no further 
improvement can be _ expected. 
Thereafter they will require nurs- 
ing and protective care but in- 
frequent medical attention. Other 
hemiplegics with identical clinical 
cerebral thrombosis will demon- 
strate that restoration of function 
is possible. Such patients will ben- 
efit from intensive medical atten- 
tion including rehabilitative meth- 
ods. Whether the long-term 
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PART ONE OF 


patient should be treated in a hos- 
pital, a nursing home or his own 
home will depend not so much on 
the original diagnosis as on his cur- 
rent medical needs, and they may 
change from day to day. 

A diagnostic grouping (Table 4, 
page 30) indicates that most of 
the diseases which may lead to 
long-term serious disabilities are 
represented at Jewish Hospital’s 
chronic disease division. 


PHYSICAL FACILITIES OF THE 
CHRONIC DISEASE UNIT 


Chronic disease patients receive 


{ TWO-PART ARTICLE 


care in two nursing divisions to- 
taling 68 beds. Patients with acute, 
episodic illnesses are not admitted 
to these divisions. 

@ Patient rooms—One unit, with a 
complement of 40 beds, is desig- 
nated for patients who are either 
bedridden or confined to minimal 
wheel chair activity. There are 6 
single rooms and 17 two-bed 
rooms. On the floor immediately 
below is another unit of 28 beds 
on which are located ambulatory 
and semiambulatory patients. Four 
of the rooms are single; one is a 
four-bed ward and the remainder 


PHYSICAL therapy plays 
an important part in treat- 
ing long-term patients 
cared for in the division. 
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FOR MOST patients in the chronic disease division of Jewish Hospital of 





St. Louis, occup 


ti | and voc 


tional therapy are kept on a simple level. 


Improved morale rather than prevocational training is of primary concern. 


are two-bed facilities. 

The design of the rooms is typ- 
ical of standard patient areas. The 
two-bed rooms measure 12 by 16 


feet. Each is equipped with its 
own toilet room. The lavatory, 
however, is located in the room 
proper to lend flexibility. Two 


rooms on each division are 
equipped as isolation rooms. They 
are sound-insulated for noisy pa- 
tients and there is a small subutil- 
ity room between them. 

Standard patient room furniture 
is used with the exception of dres- 
sers—drawer space is built in be- 
neath the windows. This arrange- 
ment has proved most satisfactory 
as a space-saving feature. All the 
rooms are air-conditioned, an im- 
portant item for geriatric patients 
in St. Louis summers. Each divi- 
sion is provided with a day room 
for patients and the usual utility 
room and galley facilities. 

@ Offices—An office for the med- 
ical director of the unit is located 
on one floor and a small conference 
room on the other floor. The medi- 
cal director’s secretary has her 
desk in an alcove off a nursing 
station and close to his office. In 
this central location she is avail- 
able for secretarial duties and at 
the same time is accessible to rela- 
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tives of patients, an important 
function in a long-term unit. 

@ Rehabilitation facilities—Com- 
plete facilities for physical and oc- 
cupational therapy are available 
to patients of the chronic disease 
division in the hospital’s division 
of rehabilitation, which serves all 
programs and services of the gen- 
eral hospital. This division is lo- 
cated on another floor in the same 
building, easily accessible by ele- 
vator. In 1957, chronic disease pa- 
tients made 3,876 visits to physi- 
cal therapy, receiving a total of 
9,820 modalities. They visited the 
occupational therapy workshop 
1,834 times. 

Physical therapy services include 
gymnasia, for resistive exercises 
and for ambulation training; a 
hydrotherapy section with five 
treatment booths plus a full body 
immersion tank room; an electro- 
therapy section with eight treat- 
ment rooms; and a shielded elec- 
tromyography room. 

Occupational therapy has two 
large workshops devoted to many 
types of diversionary and prevoca- 
tional activities, and a room 
equipped for instruction in activ- 
ities of daily living. Vocational 
training is provided in the hospi- 
tal’s business office, electronic 


data processing room, mail and 
duplicating room, carpenter shop 
and paint shop. 

@ Dining creas—Since about one- 
third of the chronic disease divi- 
sion patients are ambulatory and 
are engaged in various activities 
during the day, a centralized din- 
ing room has been established for 
their use—as well as for patients 
from other parts of the hospital. 
Accommodating 40 patients, the 
dining room is equipped with con- 
ventional dining room tables and 
chairs, although more than half 
the patients draw their wheel 
chairs up to the tables. 

Although the patients’ dining 
room was designed with a cafeteria 
counter and line—in the expecta- 
tion that a large percentage of pa- 
tients would handle their own 
trays as a part of their treatment 
—it was soon recognized that this 
was not feasible. Not only are 
many patients in wheel chairs and 
incapable of going through a cafe- 
teria line under their own power, 
but the majority are on special 
diets which do not lend themselves 
to cafeteria service from warm- 
ing tables. Meals, therefore, are 
brought up from the main kitchen 
by centralized tray service. 

Patients who are semiambula- 
tory, but who cannot conveniently 
leave the nursing divisions, eat 
their meals in the day rooms so 
that they, too, obtain the social ad- 
vantages of group dining. 

@ Recreational facilities—The cen- 
tralized dining room is used fre- 
quently for recreational activities, 
such as card games. Other recrea- 
tional areas available to chronic 
disease patients include a large 
auditorium with a stage and movie 
projection equipment. There is 
also an attractive roof deck which 
patients use during good weather. 

A patients’ library is located on 
the first floor. In addition to the 
traditional book cart, patients are 
encouraged to go to the library to 
read or to select books. Next to 
the library is an interdenomina- 
tional chapel. 


STAFFING THE CHRONIC DISEASE DIVISION 


The personnel required to oper- 
ate the two nursing units com- 
prising the chronic disease divi- 
sion may be considered in three 
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categories: medical, nursing and 
ancillary. 

@ Medical staff—The division is 
headed by a medical director who 
is assisted by two other physi- 
cians. Each is a specialist in in- 
ternal medicine and each devotes 
about 20 hours to the unit per 
week. This enables physicians to 
see each patient at least once a 
day and more often if necessary. 
There is a complete range of con- 
sultants in all other medical spe- 
cialties. Consultants in orthope- 
dics, surgery and urology are most 
often utilized, spending from two 
to six hours a week with these 
patients. 

House staff coverage by interns 
and residents is not provided rou- 
tinely on the chronic disease floors, 
although house officers are avail- 
able for emergency coverage at 
night. Up to this time, it has been 
the consensus of those responsible 
for intern and resident training at 
the hospital that the educational 
value of assignment in the long- 
term unit is appreciably less than 
in an “acute” unit. 

A dentist is assigned to the divi- 
sion for routine dental medicine 
and surgery, as well as a prosthet- 
ics program. He spends about two 
hours a week in this work. A chi- 
ropodist provides foot care serv- 
ices an average of two hours per 
week. 

The medical director, his asso- 
ciates, the surgical consultant, the 
dentist, and the chiropodist receive 
annual stipends for their work. 
The cost of these stipends is in- 
cluded in the per diem charge to 
the patient. All other consultants 
are on a voluntary basis. 

@ Nursing personnel—It was 
thought that chronic disease pa- 
tients would require much less 
nursing time than acutely ill pa- 
tients. Experience has shown that 
this is not the case. The chronic 
unit averages 3.07 hours of nurs- 
ing care per patient per day as 
compared to 3.80 hours on the typ- 
ical acute medical service. The type 
of personnel, however, is markedly 
different. A higher percentage of 
nonprofessional workers can be 
utilized. This compares as follows: 


NURSING CARE HOURS PER PATIENT PER DAY 


Pro- Nonpro- 
fessional fessional Total 


Chronic unit .79 2:25 3.04 
Acute unit 2.45 Lg 3.80 
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In the chronic unit more em- 
phasis is placed on bedside nurs- 
ing care and less on technical 
procedures and treatments. For pa- 
tients confined to bed, nursing 
time is heavily devoted to fre- 
quent bed changes, turning of pa- 
tients, feeding of patients, giving 
medications, and getting them up 
for brief periods in wheel chairs 
or walkers. Ambulatory patients 
must be gotten up and readied for 
the day’s activities. It should be 
noted that there are fewer ad- 
missions on the chronic unit and 
hence less time is required for 
many of the scheduling and ccordi- 
nating activities that nurses on 
acute divisions must do. 

A nursing supervisor is in charge 
of both divisions. She makes her 
headquarters on the 40-bed unit, 
where she is assisted by four other 
graduate nurses in giving profes- 
sional coverage around the clock. 
Other personnel include nine li- 
censed practical nurses and five 
aides. (Volunteers play an active 
role on this division in doing sim- 
ple tasks such as feeding patients 
at meal times. An average of four 
volunteers per day are present.) 

On the smaller 28-bed unit, 
there is a head nurse, one other 
registered staff nurse, seven li- 
censed practical nurses, two aides 
and three orderlies. The larger 
number of orderlies on this floor 
is necessitated by the amount of 
lifting of patients that must be 
done throughout the day and eve- 
ning, as well as the fact that this 
unit contains the majority of male 
patients. 

@ Ancillary personnel—Other per- 
sonnel include a medical social 
worker and a secretary. The latter 
is responsible for the correspond- 
ence of the physicians, as well as 
for handling day-to-day matters 
involving families of long-term pa- 
tients. 

The technical staff of the reha- 
bilitation division plays an im- 
portant role in the treatment of 
long-term patients. The equivalent 
of one physical therapist and one- 
half occupational therapist are en- 
gaged with the chronic disease 
group. Specific therapists are not 
assigned to these patients. Rather, 
each therapist handles a certain 
number of patients to get a more 
balanced group with which to 
work, 


An activities of daily living 
nurse, who is a member of the staff 
of the rehabilitation division, de- 
votes about a quarter of her time 
to patients from the chronic dis- 
ease service. 

A recreational therapist rounds 
out the group. She has a planned 
program of games, movies, parties, 
religious activities and other spe- 
cial events. In these activities she 
uses volunteers a great deal. She 
works closely with the occupa- 
tional therapist on handicraft ac- 
tivities, especially for bed patients 
who cannot get to the occupational 
therapy workshop. 

@ Staffing summary—The follow- 
ing is the staff we have found nec- 
essary for 68 long-term medical 
patients housed in two nursing 
units: 

Medical director—1 part-time 

Visiting physician*—2 part-time 

Dentist—1 part-time 

Nursing personnel (40-bed unit) 

Supervisor—1 
Staff nurses—4 
Practical nurses—9 
Nursing aide—5 
Nursing personnel (28-bed unit) 
Head nurse—1 
Staff nurse—1 
Practical nurse—7 
Nursing aide—2 
Orderlies—3 

Activities of daily living 

nurse—4 

Social worker—1 

Secretary—1 

Physical therapist—1 

Occupational therapist—% 

Recreational therapist—1 


ADMISSION AND DISCHARGE POLICIES 


@ Admissions—lIt is obvious that a 
chronic disease service will lose 
its identity unless admissions are 
restricted only to patients with 
medically treatable long-term ill- 
nesses. While occasionally a patient 
who more properly belongs in a 
nursing home or custodial institu- 
tion is admitted because of social 
necessity, nonavailability of facil- 
ities elsewhere in the community, 
or temporary placement, this is the 
exception. In general, a patient is 
eligible only if his condition re- 
quires care in a hospital setting. 

Patients who can receive all the 
care they need in a nursing home 
are not accepted, nor are psychotic 


_*Plus consultants in all medical special 
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TABLE 1—Functional classification by 
illness of patients on the chronic 
disease division during a 12-month 
period 


NUMBER 
Chronic ; . ‘ ‘onae eee 
Nursing home , vaae 7 
Custodial : 2 
125 


TABLE 2—-Sex distribution of patients 
on the chronic disease division dur- 
ing a 12-month period 


NUMBER 


_. 2 
. $3 
125 


TABLE 3—Age distribution of patients 
on the chronic disease division dur- 
ing a 12-month period 


AGE AT TIME 


F ADMISSION NUMBER 


26-35 1 
36-45 3 
46-55 14 
56-65 19 
66-75 35 
76-85 43 
86-95 10 


“125, 


TABLE 4—Distribution of diagnoses 
of patients on chronic disease division 
during a 12-month period 


NUMBER 
Congestive heart failure coon ae 
Coronary insufficiency 7 
General cerebral arteriosclerosis . ~- WS 
Hemiplegia ee 
Parkinsonism 
Multiple sclerosis 
Neoplasms 
Arthritis 
Chronic pulmonary disease 
Chronic renal disease 
Fractures 
Amputations 
All others 


125 


TABLE 5-—Source of patients admitted 
to chronic disease division during a 
12-month period 


NUMBER 


Jewish Hospital, acute (private) 54 
Jewish Hospital, acute (ward 39 
Jewish Hospital, rehabilitation service 2 
Jewish Hospital, home care service ; 3 
Home 19 
Nursing homes 3 
Other institutions 5 


125 


TABLE 6—Classification of patient on 
chronic disease division during a 12 
month 


period by medicoeconomic 


status 


Under care of private physician 
Service case 


125 
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patients who need closed-ward 
management, nor patients with ac- 
tive tuberculosis or other commu- 
nicable diseases. Of 125 patients 
accepted for treatment during a 
12-month period, 116 were con- 
sidered to be medically treatable 
in a hospital, the other 9 falling 
into categories of less intensive 
care. The 125 patients were given 
21,101 days of care (Table 1, left). 

Two-thirds of the patients ad- 
mitted were female (Table 2, page 
00). While most admissions were 
between 65 and 85 years of age, 
the program is not confined to 
geriatric chronic illness. Of 125 
patients, 37 were 65 or under, al- 
though only 4 were 45 or under 
(Table 3, left). 

Of the patients admitted to the 
program, 49 had some sort of neu- 
rological diagnosis (chief of which 
was hemiplegia following a cere- 
bral vascular accident), 32 had 
cancer and were for the most part 
in the terminal stages of their ill- 
nesses, and 18 had some form of 
heart disease (Table 4, left). 

The chief source of patients was 
the acute divisions of the hospital, 
which accounted for 93 of the ad- 
missions (Table 5, left). These 
patients have developed a long- 
term condition for the first time, or 
have had an acute exacerbation of 
a condition of long standing. Thus, 
the acute services have a ready 
avenue for discharging patients to 
a unit that is geared to handle 
them. The balance of the admis- 
sions came from home, the hospi- 
tal’s home care service, or from 
another institution where they had 
been receiving some form of care, 
but where they had either become 
too ill to be sustained or where 
there was indication that a differ- 
ent approach to treatment was de- 
sirable. 

Most patients of the chronic dis- 
ease division are referred by mem- 
bers of the Jewish Hospital medi- 
cal staff. Occasional referrals are 
received from physicians not on 
the staff of the Jewish Hospital. 

@ Private and service patients—Be- 
cause of the financial implications 
of long-term illness, three-fourths 
of the patients are cared for by the 
staff physicians as service patients. 
The balance are private patients 
cared for by their own physicians 
(Table 6, left). 


Request for admission must 
come from a physician. Inquiring 
family members are told to ask 
their doctors to place applications. 
The referring physician fills in an 
admission form, giving a brief 
summary of the case history. The 
patient is then seen by the medi- 
cal director of the chronic disease 
division who determines medical 
eligibility. This procedure is fol- 
lowed both for private patients and 
service cases. The members of the 
medical staff have accepted this 
procedure well. They understand 
that some initial screening is nec- 
essary, and by and large they have 
given excellent cooperation. 

If the patient is to be admitted 
as a service case, the family is in- 
terviewed by the credit officer of 
the hospital and a daily rate is set. 

Only patients who pay full rate 
($15 per day in a semiprivate room 
and $19 in a private room) are ac- 
cepted as private patients. All 
others are service patients, under 
the direct care of the medical di- 
rector and his staff. As a general 
policy, patients who pay full rate 
remain private patients. Excep- 
tions are made only in unusual 
situations and only with the full 
consent of the referring physician. 
If private patients, after admis- 
sion to the chronic disease division, 
request change to service status, 
they are told to discuss this with 
their private physicians first. If a 
physician agrees, he will contact 
the medical director and request 
the change in status. 

In urgent situations the medical 
director may admit a patient im- 
mediately and financial arrange- 
ments are made later on. 

If a patient is rejected, the fam- 
ily is referred to the social worker 
who will assist them in working 
out an alternate plan. This referral 
blunts the shock of rejection. It 
helps the family understand why 
the patient is not eligible and it 
indicates to them that the hospital 
is still interested in their problem 
and is willing to help. Some pa- 
tients have been referred to the 
home care department for further 
care. In other cases the social 
worker will help the family in 
selecting a suitable nursing home. 

Approximately one out of ten 
applications is rejected. Not every 

(Continued on page 49) 
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F  geenten a strong exponent of 
education in every form, I 
am convinced that the majority of 
paramedical groups have raised 
their educational sights too high. 
By their insistance on constantly 
elevating the standards of their 
schools and the requirements for 
registration by national societies, 
these groups are paradoxically per- 
petuating the personnel shortages 
they are trying to overcome. 

It is a natural desire of para- 
medical groups to try to elevate 
the professional stature of their 
members. This is understandable 
and commendable. Somehow, how- 
ever, these groups should be per- 
suaded to slow down—at least 
temporarily—their aspirations and 
supply practical, immediate solu- 
tions to patient care problems. 

A college degree is undoubtedly 
valuable in almost any career. If 
the proponents of degree programs 
in all the health fields are success- 
ful, however, we can forget about 
overcoming personnel shortages in 
the near future. We’ll have to close 
our ears to the demands of neg- 


Nathan Bushnell III is administrator, 
Franklin Memorial Hospital, Rocky Mount, 


a. 

This material is adapted from a speech 
presented at the first recruitment work- 
shop of the American Occupational Ther- 
apy Association, Richmond, Va., May 1958. 
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The high educational requirements 
of many paramedical groups are con- 
tributing to the personnel shortage 
facing the health field, the author con- 
tends. He cites examples that buttress 
this position and suggests an approach 
which he feels provides a more prac- 
tical solution to the personnel shortage. 





lected patients while we wait for 
graduation day. 


UNBECOMING HOSTILITY 


Let me be more specific. Just as 
one doesn’t have to be a mechani- 
cal engineer to drive an automo- 
bile, a woman does not require a 
“B.S.” or even an “R.N.” after her 
name to make beds, give back 
rubs, tote bedpans, and the host of 
other duties which were formerly 
the domain of the professional 
nurse. Recently, hospitals have 
discovered that these duties can be 
performed most satisfactorily by 
people with less than three years 
training—and the practical nurse 
and the nursing aide have taken 
their places on the health team. 

This was not accomplished with- 
out protest from some professional 
nurses who apparently felt the 
dignity of their profession had been 
attacked. Unfortunately there are 
still numerous “old guard” grad- 


uates who retain an unbecoming 
hostility toward ancillary nursing 
personnel when, more properly, 
they should regard them as part- 
ners. 

The same groups which maintain 
that no one can give bedside nurs- 
ing except professional nurses con- 
tinue to raise the standards for 
schools and pupils, requiring more 
and more didactic and less and less 
practical patient care training. 
Such training is producing fine 
young women with good educa- 
tions; but there are not enough of 
them to meet the demands. Because 
of practical necessity as well as 
economic prudence, therefore, the 
practical nurse and the aide have 
become accepted as essential mem- 
bers of the team. 

There is much to be said, of 
course, for the rebuttal that con- 
tends the constantly expanding 
technological advances in para- 
medical fields require extensive 
training. I maintain, however, that 
there are numerous aspects of 
every medical and paramedical 
field which can be efficiently 
handled by persons with minimum 
schooling or on-the-job training. 
For example, practically any high 
school student can be taught the 
mechanics of a urinalysis or a 
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blood count—and these two proce- 
dures comprise from 50 to 75 per 
cent of the work done in the aver- 
age laboratory. Such assistants 
certainly could gather specimens 
and wash glassware, thus enabling 
the well-trained technician to 
spend her time performing com- 
plex procedures and supervising 
the assistants. Can you imagine a 
more expensive and flagrant waste 
of manpower than sending a girl 
through three or four years of ac- 
credited laboratory schooling and 
then requiring her to spend 25 per 
cent of her time as a dishwasher? 
Yet this is exactly what is going 
on all over the country. 

This same type of practical 
assistance could be profitably em- 
ployed in many paramedical 
groups. Let’s take a look at occu- 
pational therapy, for example, us- 
ing material published by the 
American Occupational Therapy 
Association to present the case. 

In the AOTA recruitment 
pamphlet, Play on the Recovery 
Team—Be an Occupational Thera- 
pist, the illustrations show: a 
leather lacing project, playing ball, 


evaluation of hand dexterity, sand- 
papering, observation of a type- 
setter, adjustment of simple 
equipment, observation and partic- 
ipation in a children’s party, teach- 
ing the use of a typewriter, and 
instruction in the use of a grasping 
prosthesis. In my judgment, a 
highly trained registered therapist 
would be most essential to evaluate 
needs and perhaps give initial in- 
struction to all of these patients. 
Except for occasional observation, 
follow up, and further analysis, 
however, why couldn’t a person 
with far less training carry out 
most of these mechanics? 


AN IMPOSSIBLE PROBLEM 


This is not meant to belittle the 
work of occupational therapists. 
Far from it. I am merely probing 
for a solution to an impossible 
problem which is posed by another 
AOTA publication, Facts—about 
Occupational Therapy. The facts 
show there were 5,583 registered 
occupational therapists as of March 
1958. Projected need in 1960, just 
2 years hence, will be 10,000 ad- 
ditional, or a total of approxi- 


mately 16,000. To close the gap, 
490 occupational therapists were 
graduated in 1957 from 29 ap- 
proved schools. Using round figures 
of 500 graduates per year and as- 
suming there will never be a de- 
mand for more than 16,000 and 
assuming none of the present ther- 
apists will retire, die, marry, or 
for any other reason leave the 
field, it would require something 
like 20 years to fill current needs 
using methods and facilities now 
prevailing. 

Situations as serious as this in 
most paramedical fields justify 
my theorem. Short-term training 
programs for practical assistants 
should be developed in all our 
paramedical groups. Numerous 
hospitals have resorted to this plan 
with excellent results. National 
paramedical organizations should 
now seize the initiative and expand 
the idea. They should enccurage 
this type of training by establish- 
ing a curriculum and providing 
basic textbooks. In my judgment, 
such planning offers about the only 
solution to our shortages which 
would result in prompt relief. & 





ASSEMBLING AN ASSEMBLY 


IT TAKES a lot of people—a lot 
of coffee—and a lot of time to 
plan the New England Hospital 
Assembly session. Here is the 
program planning group in a re- 
cent session going over last 
minute details for the 1959 
meetings scheduled for March 
23-25 at the Statler-Hilton Ho- 
tel, Boston. Chairman of the pro- 
gram committee, Dr. Philip D. 
Bonnet, administrator, Massa- 
chusetts Memorial Hospitals, 
Boston, is at head of table (left). 
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These questions, facts and statistics are 


WHAT THE PLANNER 
HAS TO WORK WITH 


by ANTHONY J. J. ROURKE, M.D. 


iy PLANNING the health facilities 
necessary for a community, 
first consideration is generally 
given to determining the number 
of hospital beds needed. How is 
this done? 

The formula sounds _ simple 
enough: Beds needed will depend 
on (1) the number of people ad- 
mitted to them, and (2) the length 
of time these people stay. 

But, how do you know how 
many people will be admitted an- 
nually to the community’s hospi- 
tal beds? This will depend upon 
many factors: 

1. What is the population of 
the hospital service area? 

2. What is the ratio of admission 
per thousand population? Is it 50, 
100, 150, or 200? 

3. What is the per capita income 
of the area? Can the people afford 
hospitalization? 

4. How prevalent are hospital 
insurance and prepayment plans 
and how do they facilitate neces- 
sary hospital admissions or stimu- 
late unnecessary admissions? 

5. What is the educational level 
of the area—backwoods, grade 
school or higher? 


Anthony J. J. Rourke, M.D., is a hospi- 
tal consultant, New Rochelle, N.Y. 
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Determining the number and type 
of hospital beds needed in a com- 
munity is at best an educated guess, 
states the author. He outlines factors 
which should influence these “guesses” 
and discusses other areas to be con- 
sidered in planning community health 
facilities. 





6. What is the age distribution 
in the community? 

7. How close are larger metro- 
politan hospitals which are asso- 
ciated with medical schools? 

8. Are outpatient services avail- 
able and included in prepayment 
insurance and plans? 

9. What percentage of the pop- 
ulation is made up of veterans who 
seek their hospital care in near or 
distant government hospitals? 

10. Is the number of skilled 
physicians adequate for the area? 

11. What is the age of the com- 
munity hospital? Is it too new to 
have been generally accepted? 

12. What is the pattern of medi- 
cal practice? Are house calls made 
at night or are patients sent to 
the hospital for emergency care by 
the resident? 

13. Are all teeth extractions 
done at the hospital? 

14. What are the quality and 


activity of the local and state pub- 
lic health departments? 

15. Has the industrial health 
program been developed at opti- 
mum levels? 


DETERMINING LENGTH OF STAY 


After determining roughly the 
numbers of admissions per year, 
the next question to answer be- 
comes: How long will the patients 
stay in hospital beds? This, too, 
depends on many factors: 

1. Are patients admitted for 
short diagnostic stays to circum- 
vent the shortcomings in prepay- 
ment policies which do not pay 
for ambulatory diagnostic work? 

2. Are beds scarce, and is turn- 
over speeded up by the law of 
supply and demand? 

3. Are beds available in surplus 
numbers and does the policy of 
“tomorrow is good enough” con- 
trol the speed of diagnostic and 
therapeutic procedures? 

4. Do the hospitals have the 
beds but not the corresponding 
quantities of supporting services 
and facilities, resulting in bottle- 
necks of delay waiting for operat- 
ing rooms, anesthetist’s time, lab- 
oratory and x-ray services and 
reports, or the discharging visit of 
the specialist? 

5. Does the medical staff con- 
trol itself and recommend privi- 
leges on the basis of training and 
ability? 

6. Does the staff avail itself of 
consultation services which may 
affect the length of stay? 

7. Is the hospital on a five-day 
week, with surgery, x-ray and 
laboratory Saturday and Sunday 
ghost towns? 
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8. Are nursing homes, convales- 
cent units and long-term care beds 
available in or out of the hospital? 

9. How many of the beds are 
in teaching services which may 
affect length of stay? 

10. What effect does multiple 
insurance coverage have in deter- 
mining duration of hospitalization? 

11. Does the community have an 
organized home medical care pro- 
gram to facilitate early discharge 
or to obviate the need for certain 
hospital admissions? 

At this stage, those planning 
hospitals are probably impressed 
with the many ifs, ands, and buts 
that must be considered in deter- 
mining bed needs. For instance, 
when one combs the literature for 
the formulas, the following com- 
monly used methods will be 
found: 

1, Admission rates per 1,000 

population. 

2. Average daily hospital cen- 

sus per 1,000 population. 

. Bed-death ratio, 

. Bed-birth ratio. 

. Age group utilization. 

. Federal government esti- 
mates, 

7. State and municipal 

mates. 

8. Local utilization experience. 

Once a planner has set up his 
algebraic equation he must con- 
vert letters to numbers and this 
is where he will soon be convinced 
that determining bed needs is, at 
best, an educated guess. Letters in 
the equation frequently become 
estimated numbers. Let us look at 
some areas of estimation: 

1. Even populations must be es- 
timated because of the delay in 
census reporting and the 10-year 
span. 

2. Since most studies involve 
circumscribed areas, one often is 
compelled to estimate the number 
of people who left the area to get 
hospital care elsewhere. 

3. In marginal, populated places 
separating two hospital service 
areas, some estimate of population 
must be used for each service 
area, since hospital admissions 
tend to go in both directions. 

4. Out-migration and in-migra- 
tion for hospital care are esti- 
mates. 

The planner is also faced with 
certain facts that usually are not 
determined in a bed need survey 


Qo & co 


esti- 
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because of cost, such as 

1. Pattern of medical practice. 

2. Sufficiency of hospital service. 

3. Types of prepayment insur- 
ance coverages. 

4. Degree of community health 
consciousness. 

5. Success of health education. 


ONLY CHANGE IS CONSTANT 


At this point, the community 
health planner will be faced not 
only with the arithmetical intri- 
cacies of determining bed needs, 
but he must also add another fac- 
tor called changing trends. For ex- 
ample: 

@ Tuberculosis death rates have 
dropped from 45.2 per 100,000 
population in 1939 to 9.5 per 100,- 
000 in 1955. 

@ Syphilis death rates have 
dropped from 11.2 per 100,000 pop- 
ulation in 1939 to 2.3 per 100,000 
in 1955. 

@ Cancer deaths have increased 
from 118.3 per 100,000 in 1939 to 
147.6 in 1955. 

@ In 1956 and 1957, for the first 
time in history, there was a reduc- 
tion from the previous year in 
the number of resident patients in 
mental hospitals. 

@ Of live births in the United 
States, 37 per cent occurred in 
hospitals in 1935 while 93 per cent 
occurred in hospitals in 1953. 

@ During the same period, mater- 
nal death rates dropped from 58.2 
per 10,000 live births in 1935 to 
6.1 in 1953. 

@ The need for pediatric beds has 
not followed the trend shown in 
the need for seats in school rooms. 
@ Some hospitals have seen 75 to 
85 per cent of their patients’ bills 
paid by some form of prepayment 
by third parties, where none ex- 
isted 30 years ago. 

@ The Joint Commission on Ac- 
creditation of Hospitals has greatly 
upgraded medical care in hospi- 
tals and at the same time has 
created need for more x-ray and 
laboratory space, more record 
room space, more autopsy space, 
more meeting room space and 
more trained people. 

@ Seven-day split shifts have for- 
tunately given way to five-day 
straight shifts. 

@ We are finding in our medical 
audit work that the extraction of 
in many communities is 
from 


teeth 
being transferred entirely 


dental offices to hospitals. We 
hope that soon a combined com- 
mittee of the American Medical 
Association and the American 
Dental Association will review and 
evaluate this shift. 

Change seems to be the steady 
plan of hospital life. We may now 
have a surplus of beds for patients 
needing care for tuberculosis. 
Conversely, however, beds in many 
areas are scarce for those need- 
ing long-term care. The planner 
needs to ask himself what percent- 
ages of operating room time, x- 
ray activities, laboratory proce- 
dures, and bed care are consumed 
in diagnosing and treating pa- 
tients with cancer? What would 
happen if cancer were to join the 
conquered enemies such as ty- 
phoid fever, diphtheria, smallpox 
and typhus? 

These changing trends should 
be expected to continue and it is 
the moral responsibility for each 
of us to build for flexibility. The 
isolated tuberculosis sanatarium, 
and possibly surplus psychiatric 
beds, may lack the _ necessary 
flexibility to quickly change to 
other uses, Bizarre planning of 
many unorthodox units within the 
general hospital may live to 
haunt us, 


EGGS IN TOO MANY BASKETS 


Every planner knows the heart- 
ache of trying to hammer out a 
better future for the community 
on the anvil of tradition, vested 
interest, personal prejudice, pride 
of ownership, and conflicting in- 
terest. However, heartaches are no 
reason for not trying. Our Amer- 
ican hospital communities have 
grown without rhyme or reason, 
except for the nationalistic spirit 
which immigrated from the old 
world. 

This helter-skelter plan has left 
many of our larger communities 
carrying eggs in too many baskets. 
Teaching opportunities for in- 
terns, residents and nurses are 
found in too small numbers in too 
many hospitals. Equipment is dup- 
licated and physicians’ time is dis- 
sipated in unnecessary travel. New 
wings are frequently added to old 
buildings which should be aban- 
doned. Uneconomical floor heights 
are duplicated in the newer struc- 
ture or unreasonable ramping is 
followed so that an unwise hospi- 
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tal operation may be continued. 

The sponsors of the multiple- 
small-hospital community cham- 
pion the virtue of competition or 
distance, I fail to see these as vir- 
tues. The competition more often 
appears to resolve itself into pirat- 
ing personnel or duplicating ex- 
pensive equipment, in order to 
keep pace with one another. There 
is no competition in the quality 
of medical care, and frequently 
the same doctor will treat patients 
on the same day in two or more 
hospitals. With improved trans- 
portation, distance is no longer a 
major factor in requiring multiple 
hospitals. 

In my opinion, then, no modern 
planner can consider multiple 
small hospitals an asset to the 
community. Accepting the neces- 
sity of respecting religious groups 
in the operation of their hospitals, 
I believe that every effort should 
be made to urge independent com- 
munity hospitals not operated by 
religious groups to merge in fu- 
ture planning, so that, as soon as 
possible, in large towns and cities, 
no general hospital will be less 
than 200 beds; and no specialty 
hospitals will be independently 
operated. 

The history of the Hill-Burton 
program and the state agencies 
administering it in most areas are 
a tribute to the ability of govern- 
ment and its citizens to join forces 
to improve the lot of our people. 

Federal money has provided the 
impetus to improve hospitals at a 
very fast pace. The program fo- 
cused the attention of the states 
on their existing hospitals and 
then whetted their imaginations 
on what they might be like. 

The need for federal support 
will probably exist for many years 
as a factor in hospital planning. 


NOT BY GENERAL CARE ALONE 


Needless to say, the community 
planner must look beyond the 
general-care, short-term beds to 
complete the picture. Health needs 
are not met by general care beds 
alone. General hospitals are called 
on to provide facilities for more 
and more varied activities. He 
should remember that patients in 
separate tuberculosis hospitals 
have been decreasing sharply and 
that the census in mental hospi- 
tals has been decreasing slightly 
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for two years. Concurrently he 
should remember that both tuber- 
culosis and mental illness are be- 
ing successfully treated within the 
general hospital. 

Where long-term care _ beds 
should be built is the subject of 
some discussion. Few, however, 
deny the need for them. I believe 
that close proximity to the serv- 
ices of skilled people and excellent 
diagnostic and therapeutic equip- 
ment should place beds for con- 
valescent and chronic care at- 
tached to or very near the general 
hospital, 

World War II opened up new 
vistas in the field of rehabilitation. 
No alert planner should overlook 
this trend. Another trend toward 
locating doctors’ office buildings at 
or close to the general hospital 
also deserves attention. 

Time and again planners have 
seen new special units fail to suc- 
ceed because trained people were 
not available. At other times, su- 
perb programs seem to thrive in 
deplorable facilities because well- 
trained dedicated people were giv- 
ing leadership. 

No community should be con- 
tent with bricks and mortar, black 
top driveways and modern lobby 
shops. Each has its place, but un- 
less a continuous stream of trained 
people keeps pouring out of our 
supply line we will fail to achieve 
our goal. Education and research 
have special program and facility 
needs which should be considered 
in community planning but can- 
not be met by every hospital. 

We need people with training 
and imagination to do research in 
new and better methods. We must 
refocus some of our attention from 
overemphasis on hospital beds to 
more emphasis on maintaining 
health through disease prevention 
and health education. 

Surveying the community for 
tomorrows’ health needs is a chal- 
lenging and interesting activity. 
When the principals are harnessed 
together and pulling in one direc- 
tion, there is no limit to their 
achievements. The planner who 
forgets the existence of and the 
need for cooperation of a public, 
a board, a medical staff, nurses, 
dietitians, social workers, and 
paramedical groups, patients, and 
anxious relatives will soon realize 
the need for team work. 5 











Short Cuts to Confusion 


Although an abbreviation may 
be clear to the writer, it is often 
obscure to the reader. For in- 
stance, a music therapy depart- 
ment has an “instrumental com- 
bination for ward playing” which 
they call a “ward combo.” This 
is abbreviated, to “W.C." The 
first time the new director saw a 
memo headed “W.C.," he re- 
ferred it to the engineering of- 
fice. 

The Veterans Administration 
hospitals call a furlough a “trial 
visit,/“ which they abbreviate 
“T.V.‘' New employees are 
startled at inquiries about how 
many patients are on TV. The 
Veterans Administration also uses 
the symbols “‘AMA” on an ex- 
patient’s chart. In this case AMA 
does not mean American Medical 
Association. It means that the pa- 
tient left the hospital against medi- 
cal advice. 

| once saw a memo from a 
ward which stated that a patient 
had sprained his ankle, and the 
nurse had applied B.S. to the 
skin. Intrigued by this, | inquired, 
to find out that B.S. meant 
Burow’s Solution, 
and not, asl i 
originally / 
thought, “breath 
sounds,’’ or may- 
be “‘bachelor of science.” 

Even such a simple abbreviation 
as the letter “O’’ means “pint’’ 
to the pharmacist, “oxygen” to 
the chemist, a blood group to the 
hematologist, and “eye” to the 
ophthalmologist. 

A good rule for clear communi- 
cation is: avoid abbreviations. 
You may be sure that ‘'P.A.” 
means “‘paralysis agitans,”’ but 
the ward doctor may read it as 
‘pernicious anemia.””’ HENRY A. 
DAVIDSON, M.D., superintendent 
and medical director, Essex 
County Overbrook Hospital, 
Cedar Grove, N.J. ® 
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This care now, pay later billing system tells the patient 





IT WAS A PLEASURE TO 


by CHARLES J. HACKETT and MARTIN S. ULAN 


Ke A NUMBER of years we tried 
to cope with late charges. We 
tried every trick of the trade and 
still we were unable to eliminate 
these recurring nuisances—or cut 
down the losses they caused. 

We used multi-part forms and 
triplicate charge tickets. We de- 
veloped intricate discharge slips 
and asked our nurses to list the 
medications, supplies, and di- 
agnostic services which the patient 
received during the final hours of 
his stay. We emphasized the ne- 
cessity for getting charge tickets 
down promptly and we wore out 
our personnel with our insistence 


Charles J. Hackett is controller and 
Martin S. Ulan is administrator, Hacken- 
sack (N.J.) Hospital. 
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What seemed to be a credit system 
at this hospital was actually, according 
to the authors, a “cash-in-advance of 
the cash” system that resulted in dol- 
lar losses and bad public relations. The 
authors describe the experiments and 
thinking that helped the hospital cor- 
rect this situation by instituting an up- 
to-date credit policy. 





that all other problems must be 
subordinated to this one. We 
prompted the physicians to give 
us 24-hour notice of discharge and 
we kept experimenting with the 
discharge hour in order to give 
our business office as much time as 
possible to prepare a final bill. We 
even considered the installation of 
a facsimile message transfer sys- 


tem to provide instantaneous no- 
tice to the business office. 

Still we had late charges, mount- 
ing losses, and the perpetual em- 
barrassment of having to send out 
supplemental statements and fol- 
low-up letters only to receive in 
return the protestations of the pa- 
tient that his account had been 
settled at the time he left the hos- 
pital. 

Some of the replies we received 
started off with such colorful ques- 
tions as, What’s the matter with 
you people? We thought we’d find 
out. Possibly the late charges were 
not a cause—perhaps they were a 
result. 

It was easy to understand that 
if a person bought a vacuum 
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cleaner and paid for it before he 
left the store, he didn’t want to 
be told the following day that he 
owed another $16 on it. And he 
didn’t want to be told the day 
after, that he’d have to pay an- 
other $4 because someone just 
learned that the machine had a 
special attachment for picking up 
old razor blades. 

It was equally easy to under- 
stand that since consumer credit 
throughout the country has passed 
the $40 billion mark and that since 
more and more of the business of 
the nation is being run on credit, 
possibly the country’s fifth largest 
business, the hospital business, 
might also be run on credit. It 
seemed incongruous that credit 
can be extended for motor cars, 
refrigerators and television sets 
but not for such necessities of 
life as hospitalization. Nor is con- 
sumer credit entirely composed of 
luxury items. Food and clothing, 
which are certainly no more es- 
sential to life than hospitalization, 
are purchased in ever-increasing 
quantities without cash. Further- 
more, buyers must be paying their 


SERVE YOU 


bills because the sellers report 
profits. 

But hospitalization is something 
a person doesn’t want, we were 
told. We examined this statement 
and found that many of the things 
a person buys on credit are equally 
unwanted. Still they are necessary 
and they have to be paid for. A 
man with six children doesn’t rel- 
ish the idea of buying six pairs 
of shoes every couple of months 
but he has to do it. A man who 
needs a car to get to work has to buy 
a new car when the old one wears 
out. 

But, we were warned, the places 
which sell articles like those have 
the means of collecting their money 
from the people who try to avoid 
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payment. True, but maybe we 
could avail ourselves of a similar 
means of securing payment and at 
the same time eliminate late 
charges, buy the best and cheapest 
public relations in the world, run 
a more efficient business operation, 
and do away with the unpleasant- 
ness which the presentation of an 
improperly prepared bill always 
creates. 

Our brochures stated at that time 
that we had a credit manager and 
a credit policy. The credit manager, 
however, was little more than an- 
other collector and our credit pol- 
icy, paradoxically enough, was de- 
signed to function at its best when 
there were no credit risks. We said 
in effect, Your credit is good just 
as long as you don’t use it. So we 
offered it—liberally to those who 
didn’t need it; grudgingly to those 
who did. And, as a matter of pol- 
icy, we tried to pry some cash from 
everyone who left the hospital 
especially those who looked as if 
they didn’t have any. 


CASH BEFORE AND AFTER 


instances where the 
credit manager 
did extend credit 
and the patients 
didn’t pay, we 
were quick to 
emphasize her 
woeful lack of 
judgment. To pro- 
tect herself the 
credit manager 
asked for more 
and more cash 
and extended less 
and less credit 
until finally our credit plan was 
operating on an “all-cash” basis. 
This, however, fitted in nicely with 
our general procedure because at 
that time we were asking for an 
advance deposit. While we claimed 
to have a credit system we were 
actually on a ‘“‘cash-in-advance of 
the cash” system. 

Since there was no point in ask- 
ing for cash all day and failing to 
do so at night, we had a night 
cashier who made sure that no one 
slipped by after the close of nor- 
mal business hours. After the night 
cashier left, the night supervisor 
took over the till whenever there 
was need for it. The same was true 
on weekends. No one got out 
without paying—except the ones 


In those 


who couldn’t pay and the ones who 
wouldn’t pay. Some of the latter 
used to tell us that they thought 
the deposit represented full pay- 
ment of the bill. Some felt that it 
entitled them to set their own 
terms and their own time for pay- 
ment of the balance. After all, the 
purpose of the deposit was to es- 
tablish responsibility. Since the 
person established his by prepay- 
ing $100 we couldn’t very well 
question his intent, his ability or 
his willingness to pay the balance. 

Where a patient left the hospital 
before his deposit was used up, we 
were faced with the need for is- 
suing refund checks and a good 
many people wanted their refunds 
as they left. Not because they 
didn’t trust us but because they 
needed the money. After all, we 
had wanted ours in a hurry. For 
our purposes, it began to look as 
if the cash deposit was not the 
answer to anything. Certainly, it 
had been getting more and more 
difficult to get $100 from someone 
who didn’t know when he went 
out for the evening paper that he 
was going to collide with someone 
else who didn’t have $100 either. 


NO REGRETS 


It was then that we decided to 
adopt a credit policy; an honest- 
to-goodness, worthwhile, well- 
constructed, dynamic, up-to-the- 
minute credit policy. That was two 
and a half years ago and we have 
never regretted it. 

Realizing that we’d have to do 
it in stages, we first abolished the 
advance deposit. Then we wrote 
up a detailed guidance so that the 
registration office would know ex- 
actly how to classify each patient. 
We stated in our guidance that 
classification of a patient was a 
prerogative of the administration 
(not the physician) and that it 
would be carried out solely by the 
registration office. After the pa- 
tient was admitted, recommenda- 
tion for transfer from private to 
ward status and the converse might 
be made by the credit manager or 
the social service director, after 
consultation with the physician. 
Responsibility for putting the pa- 
tient in the accommodation which 
he could afford, however, rested 
with the registration officers. We 
explained to them fully and pre- 
cisely how to classify patients who 
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had Blue Cross, group insurance, 
compensation insurance, private 
insurance, liability insurance and 
no insurance. 

We then put our business office 
on a five-day, 40 hour week. As a 
tentative approach to our pro- 
jected change in billing procedure, 
we installed a sign which told our 
patients that after 4:30 and on 
weekends their bills would be 
mailed. Then we stood back with 
our hands over our ears, Nothing 
happened, at least nothing of an 
untoward nature. So we moved 
ahead with our plan. We joined 
the local credit bureau and ar- 
ranged to have our delinquent 
accounts handled the way other 
businesses handled theirs. After 
all, the credit bureau had several 
million names in file and would 
certainly be in the best position to 
know how much and how fast a 
person could pay. Then too the 
bureau had knowledge of suits 
and judgements and this avoided 
the unhappy prospect of our ad- 
ding another judgement which 
would long since be rendered in- 
effective by the statute of limita- 
tions before the prior suits were 
satisfied. In addition, by using the 
credit bureau, we could get credit 
information whenever we needed 
it. 

NO BEDSIDE MANNER 


The next thing we did was to 
divorce business operations from 
the nursing areas and permit the 
credit manager to transact busi- 
ness only with a member of the 
patient’s family. Even where the 
patient wanted the bill sent to his 
bedside we refused, suggesting in- 
stead that it would be better to let 
a member of his family take care 
of financial matters for him. The 
credit manager was then able to 
concentrate on preventive meas- 
ures rather than remedial meas- 
ures and to devote more time to 
credit evaluation than to collection 
procedure. 

We found that about 65 per cent 
of our admissions were covered 
either by group insurance plans 
or Blue Cross. We asked the ctedit 
manager, therefore, to spend the 
major part of her efforts on the 
35 per cent who were not covered 
by third party insurances. Since 
out of the 35 per cent remaining, 
at least 15 per cent were ward 
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cases (payment for which was 
usually arranged by the social 
service department) the percent- 
age of patients with which the 
credit manager had to be con- 
cerned was reduced to 20 per cent. 
After watching the matter closely 
we soon learned that approxi- 
mately 10 per cent were so situ- 
ated economically that they had 
no great need for hospitalization 
insurance. These people were able 
to pay their bills promptly. This 
left only about 10 per cent of our 
patients whose credit might be- 
come a matter of concern. 


GOODBY FOREVER 


Rather than hold up the 90 per 
cent for the 10 per cent, we dis- 
continued the practice of giving 
bills to patients at the time of dis- 
charge. We placed a public rela- 
tions-minded young lady at the 
cashier’s window who said to the 
departing patient, It was a pleas- 
ure to serve you, your bill will be 
mailed. In saying this we said 
good-by forever to late charges, 
arguments at the cashier’s win- 
dow, hurriedly prepared and in- 
correct bills, extra office personnel, 
overtime, insurance mix-ups, and 
a number of assorted administra- 
tive headaches. 

This move naturally increased 
our accounts receivable but we 
did not feel that this in itself was 
a catastrophe. For years we had 
used the rule of thumb which stip- 
ulates that accounts outstanding 
should not exceed one month’s 
billing. But then we remembered 
that consumer credit was increas- 
ing by $307 million a month and 
that a good many of the old con- 
cepts concerning accounts receiva- 
ble were being revised. Then too, 
while we did not ask for payment 
until a final, total, accurate bill 
could be presented, we in no way 
implied that we were apathetic 
about our money. On the con- 
trary, we wanted it promptly and 
we were now able to get it by 
pointing out that we had been 
thoughtful and cooperative, that 
we had not delayed or embar- 
rassed the patient at discharge 
and that we expected payment 
“upon presentation of the bill.” 

For years the community had 
wanted us to operate “in a busi- 
ness-like way’? and now we were 
doing just that. If the bill was not 


paid promptly, followups were in- 
itiated at once. After a series of 
carefully worded letters, a final 
note was sent out. If the account 
was still not settled, a phone call 
was made. If this brought no re- 
sults the account was on its way 
to the collection bureau by the 
fifteenth of the following month. 

We are obliged to pay collection 
fees, of course, but they are only 
a percentage of the amount col- 
lected so it is a matter of great 
interest to the credit bureau to 
pursue vigorous policies of collec- 
tion. Since the credit bureau is a 
nonprofit organization run by its 
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Construction of the first burn 
therapy center in the Midwest be- 
gan this month in Milwaukee at 
St. Mary’s Hospital. The Electric 
Company authorized funds for 
development of this intensive 
care unit devoted to the treat- 
ment of burn cases. 

Planning for the burn therapy 
center was begun in the spring 
of 1958. Dr. John T. Klein, who 
heads the medical activities at the 
Electric Company and who is a 
member of St. Mary's staff, sug- 
gested consideration of this type 
of service to both the hospital 
and the company. 

It is expected the burn therapy 
center will also serve patients out- 
side the immediate Milwaukee 
area. Dr. Klein reports that even 
serious burn cases can be moved 
a considerable distance the day 
of the injury. 

Once in the unit, the burn pa- 
tient is assured the attention of 
a medical and nursing burn team 
which will have the very latest in 
equipment at their disposal. The 
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members, we have a voice in the 
formation of policy. We retain the 
right to pass on all collection liter- 
ature before it is sent out. We 
also reserve the right to final dis- 
position of any account. If our 
social service department finds 
after a delinquent account has 
been turned over to the bureau 
that a more lenient course of ac- 
tion is indicated, we merely re- 
quest return of that account and 
there is no charge to us. In the 
event that we authorize a lawsuit, 
the credit bureau institutes pro- 
ceedings in its own name so that 
our name does not appear on the 








BURN | 
THERAPY | 
CENTER 


construction in Milwaukee 


patient will also be admitted to a 
carefully designed intensive care 
area where every phase of his 
care can be attended to with a 
minimum of discomfort or delay. 
St. Mary‘s burn therapy center | 
will occupy an area on the east | 
wing of the fifth floor of the pres- | 
ent building. This space will be | 
extensively equipped to make a | 
completely isolated unit subdi- 
vided into five areas: a primary | 
treatment unit as well as space 
for four patients. As usage of the 
center increases, the design of 
this unit will allow it to continue 
as the center of operations with 
its bed space used for the most 
critical patients. 
The unit will be available to | 
burned patients regardless of staff | 
affiliation of their doctor. It is ex- | 
pected that the center will be | 
ready to accept patients in May. 
Upon completion, the burn ther- 
apy center at St. Mary's Hospital 
will be the third such unit in civil- 
ian hospitals. Others are in Rich- 
mond Va., and San Francisco. ® 





FEBRUARY |, 1959, VOL. 33 


public records. In addition, the 
credit bureau keeps a permanent 
record of amounts owed to the 
hospital so that if at a later date 
someone in the community applies 
for consumer credit, he is turned 
down until he settles his hospital 
obligation. 


SYMPTOMS DISAPPEAR 


Two of the greatest benefits 
which accrued to us almost im- 
mediately were the acquisition of 
public relations at practically no 
cost and the improvement of our 
own personnel morale through the 
elimination of the abrasive con- 
tacts which used to be part of the 
business office day. Naturally the 
late charge disappeared very early 
in the reorganization because as 
we suspected it was a result and 
not a cause of our procedural 
weakness. In other words, it was 
a symptom of illness and not the 
actual illness itself. 

Now if a patient or a member 
of his family wishes to discuss a 
bill, we are more than happy to 
do so, preferably by mail or by 
means of a personal visit after 
discharge. The spontaneous mis- 
understandings which used to arise 
at the cashier’s window have been 
given no opportunity to be re- 
kindled. 

The new procedure is equally 
welcome to our nurses because 
they no longer have to notify the 
business office of discharges or 
sacrifice nursing time to business 
procedures or wait at the cashier’s 
window with a patient in a wheel 
chair while someone computes the 
patient’s share of a complex in- 
surance plan. The business office 
personnel are pleased because they 
no longer have to act as house de- 
tectives or drop other work to post 
an account and prepare a bill each 
time a patient goes home. 

Naturally the patient is happiest 
of all because the Golden Rule is 
as much in force when he leaves 
as it was when he entered. 

In addition to these intrinsic 
benefits, the installation of a bona 
fide credit system has permitted 
us to compete with industry in 
securing employees because we 
now offer a five-day, 40-hour week 
with no overtime. 

Yet the system is neither a phil- 
anthropic gesture nor a gamble. It 
is a practical and efficient means 





of getting a correct and final bill 
to the patient so that he in turn 
will be able to pay us more quickly. 
And, he does just that. Our out- 
standing receivables are now far 
less than the one-month billing 
we used to count on. Our current 
loss on bad accounts is consider- 
ably less than that of a finance 
company. On stays of longer than 
seven days we expect as hereto- 
fore that each week’s bill will be 
settled as it is presented (unless 
credit terms are applied for at the 
time of admission). The bill is 
mailed home, however, and no pa- 
tient ever finds a bill under his 
pillow or waiting for him on his 
bedside table. 


NOT SUBSCRIBING TO FICTION 


Administratively we do not feel 
that the procedure is the final an- 
swer to business office manage- 
ment. In a field as dynamic as that 
of hospitalization, static processes 
are no longer acceptable and newer 
and better methods must be sought 
if we are to provide the best care 
and service possible. We do feel 
that we must continue to find ways 
of helping our patients pay for 
their hospital services and the 
only solution is the constant im- 
provement of a realistic credit pol- 
icy and the adoption of practices 
which are being used in other bus- 
inesses. 

We will not for a moment, 
though, subscribe to the fiction 
that a hospital must be run as a 
business. The aim of a business is 
to make profits. The aim of a hos- 
pital is to take care of the sick. 
We no longer want to encourage 
the attitude, however, which 
begged for the public’s patience 
and forbearance on the grounds 
that the hospital was doing its 
best in the face of enormous dif- 
ficulties. 

Rather we want to adopt the 
attitude of a manufacturer when 
he says, “This is the finest prod- 
uct money can buy.” The fact that 
his product which now sells for 
$3000 could be purchased 25 years 
ago for $685 causes him no chagrin 
at all. Nor does he care whether 
his product is considered a luxury 
or a necessity. He’s there to do 
exactly what he promises—provide 
the best product possible and make 
it easier for people to pay for it. 
Can hospitals afford to do less? ® 
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This study shows 


WHO REALLY USES THE NURSE-PATIENT 


by JOHN D. THOMPSON, JOHN F. O’CONNOR and HUGH J. MAHER 


OR MANY YEARS various levels 
xe staff within the hospital 
have been demanding better sys- 
tems of communication between 
the patient and nurse. The nurse’s 
call bell served its function well, 
as did the buzzer and light sys- 
tems.! The advent of voice com- 
munication, however, resulted in 
new concepts of nurses’ call sys- 
tems. 

The first such system consisted 
of a bedside microphone that 
could transmit the patient’s voice 
to the nurses’ station. It was a 
clumsy apparatus that never quite 
assured the patient that his needs 
were made known. Complete voice 
intercommunication systems that 
have become a permanent part of 
the modern businessman’s office 
were, therefore, explored. Could 
such systems be adapted econom- 
ically for use within the hospital 
to give the patient a unique con- 
tact with service personnel? Elec- 
tronic and telephone companies 
began to experiment with office 
systems and to develop a variety 
of units that could be utilized 
within the hospital. 

The Reading Hospital of Penn- 
sylvania was one of the first to 
incorporate the system into their 
nursing units. They reported it 
‘John D. Thompson is research associate, 
Department of Public Health, Yale Uni- 
versity, New Haven, Conn. John F. O’Con- 
nor and Hugh J. Maher are students in 
hospital administration, Department of 
Public Health, School of Medicine, Yale 
University. 

This study is from the Department of 
Public Health, School of Medicine, Yale 
University and the Grace-New Haven Com- 


munity Hospital, under United States Pub- 
lic Health Service grant W53C. 
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The authors describe a study which 
disclosed that the audible “nurses” 
call” system actually functioned main- 
ly as a communication system for per- 
sonnel on the unit. The methodology 
of the study and the implications the 
study results may have in hospital and 
equipment planning are also discussed. 





was a valuable and economical 
means of providing better patient 
care.2,3 Some 4000 calls from the 
patient were analyzed. Of these, 
more than half were requests for 
specific articles not in the pa- 
tient’s room. The nurse, being 
forewarned, could bring the ar- 
ticle to the room, thus saving time 
and steps. St. Luke’s Hospital in 
Cleveland and many military hos- 
pitals reported similar experiences 
with the system. These reports 
pointed out other advantages, such 
as a greater assurance to the pa- 
tient, less traffic, noise and confu- 
sion in hospital corridors, and ul- 
timately better patient care. 

A University of Pittsburgh 
study? was the first to mention the 
use of the system as a means of 
staff communication. Members of 
the study team of the Yale Proj- 
ect in Function and Design also 
noted the frequent staff use of 
the system in the course of obser- 
vations made in two previous stud- 
ies. 

One of these, a study of the in- 
patient unit, indicated that the 
nurses’ station is the most impor- 
tant single facility within this unit, 
as measured by personnel traffic 
and personnel time within a spe- 


cific area. The location of the 
nurses’ station, then, is most crit- 
ical in the design of the inpatient 
unit. Nurses themselves felt that 
the nurses’ station should be (1) 
placed in a position in the center 
of the inpatient unit; (2) located 
so as to control all traffic in and 
out of the unit; and (3) situated 
so that the entire length of the 
unit corridor is visible from the 
“control”? desk of the station. 
Why were the nurses so con- 
cerned about seeing the door of 
every patient’s room, as long as 
the room numbers lit up on the 
master station of the voice inter- 
com at the “control” desk when 
a patient desired a nurse? The 
answer was that “the full view” 
was as much for personnel loca- 
tion as it was for patient super- 
vision. A complete corridor view 
gave the nurses and ward secre- 
taries an idea of just where the 
staff was, so they could contact 
them by the nurses’ call system. 
TWO PLACES AT ONCE 
The necessity for such staff com- 
munication becomes obvious after 
considering the original purpose 
of the voice intercommunication 
system. It was designed solely as 
a patient-nurse call system. Two 
rather basic suppositions were 
made for the system to operate 
efficiently and to the patients’ 
satisfaction. The first was that 
there would always be someone, 
usually a nurse, at the master sta- 
tion ready to answer the patient’s 
call; and, the second, that this per- 
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son could then perform the re- 
quested service. These two basic 
assumptions were not’ usually 
compatible. If an individual was to 
perform a requested service, it was 
obvious that she could not remain 
in the nurses’ station to answer 
calls. 

The responsibility of answering 
the calls, at least during the busy 
part of the day, was then assigned 
to a specific person (usually the 
ward clerk or secretary) while 
another person performed the re- 
quested services. Communication 
between these two _ individuals 
then became necessary so the pa- 
tient’s request could be trans- 
ferred to the person who would 
perform the service. The “nurses’ 
call” system was used for this pur- 
pose. In addition, the call system 
was used to locate or page hospital 
personnel and staff for reasons 
having nothing to do with pa- 
tients’ requests. 

The second observation that 
staff were using the system was 
made during a patient interview 
study. The purpose of one of the 
questions was to determine how 
the patients felt about the nurses’ 
call system. Patients, on the 
whole, rated the system as very 
satisfactory. There were some 
reservations, however, especially 
by the patients in the higher social 
classes. The patient complaints 
generally referred either directly 
or indirectly to the call system’s 
use as a personnel locating or pag- 
ing system. 

It was evident, then, from these 
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two observations that the staff 
was using the system rather fre- 
quently for reasons completely di- 
vorced from its theoretical pur- 
pose. A hypothesis was formulated 
that the audible nurses’ call sys- 
tem was (1) misnamed, and (2) 
poorly designed, since it actually 
functioned, not as a nurses’ call 
system, but as a communication 
system for everyone on the floor— 
staff and patients. 


INTERCOMMUNICATION SYSTEM TAPPED 


This hypothesis was tested at 
the Memorial Unit of Grace New 
Haven Hospital where a con- 
cealed* tape recorder was attached 
to the voice intercommunication 
system during those hours when 
it was felt there was a likelihood 
of someone’s being present at the 
nurses’ station. These 15% hours 
from 7:30 a.m. to 10 p.m. are re- 
ferred to in the study as ‘‘day ob- 
servations.”’ During the late eve- 
ning and night hours, an observer 
was stationed on the floor to note 
each use of the system. This 8%- 
hour period from 10 p.m. to 7:30 
a.m. is called the “night observa- 
tion period.” The basic unit of 
measurement used in the study 
was a “call.” A call is defined as 
each instance in which a person 
at one station transmitted a verbal 
message to another station and it 
includes answers or discussion, if 
any, relative to the message. 

Through analysis of the tapes 

*The tape recording technique was out- 
lined to nurses at a meeting a few months 
before the study was undertaken. The 


nurses knew tapes would be taken, but 
they did not know when they were taken 


and observation notes, an attempt 
was made to answer the following 
questions: 

1. Who initiated the call? 

2. If initiated by a patient, how 
long before it was answered? 

3. By whom was the call an- 
swered? 

4. What was the purpose of the 
call? 

5. Was the call unanswered? 

6. If unanswered, was it repeated? 
How often? 

7. What features were undesirable 
in the system studied? 

8. What additional features were 
needed in the system? 

The study was carried out on a 
standard audio-visual nurses’ call 
system installed in the laboratory 
hospital. The system is essentially 
the traditional bell and light 
nurses’ call with the added fea- 
ture of two-way voice communica- 
tion. The patient can initiate two- 
way voice intercommunication 
with the master unit at the nurses’ 
station by pressing his “call bell.” 
At the same time, the “visual” part 
of the system is activated. A light 
goes on over the patient’s door and 
the room number is illuminated at 
the master station. Staff at the 
master station can then answer 
the patient and cancel the call 
either from the master station or 
the patient’s bedside. Staff at this 
master unit can also initiate a call 
by pressing a location button and 
speak to, or listen to, anyone in 
the patients’ rooms. Sub-stations 
are also situated in utility rooms, 
pantries and corridors. These sta- 
tions, although indicating a pa- 
tient call by a light, could com- 
municate only with the master 
station. One paging speaker was 
placed in the corridor of each 
wing of the unit. 

Four inpatient nursing units 
were chosen for this study. All 
were V-shaped, with the nurses’ 
station, the utility room, and drug 
closet at the base of the V. Each 
arm of the V contained a corridor 
with patient rooms on both sides. 
Each floor of the hospital con- 
tained two of these V-shaped nurs- 
ing units placed back to back to 
form an ‘“X.” At the intersection 
of the X, between the backs of 
the two nurse’s stations, were lo- 
cated staff and visitors’ elevators, 
lobbies, solaria, diet kitchens and 
various administrative and educa- 
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tional rooms. The differences in 
the four individual nursing units 
were: 

1. The surgical west unit con- 
tained 30 beds: 26. single-bed 
rooms and 2 two-bed rooms. 

2. The medical west unit contained 
28 beds, all in single rooms. 

3. The surgical east unit contained 
48 beds: 11 four-bed rooms and 4 
single-bed rooms. 

4. The medical east unit contained 
48 beds: 11 four-bed rooms and 4 
single-bed rooms. 


DIFFERENCE RETWEEN DAY AND NIGHT 


There was, as would be ex- 
pected, a radical difference in the 
pattern and frequency of calls be- 
tween day and night (Fig. 1, right). 
Day activity was about three 
times as great as night activity. 
This pattern did not vary a great 
deal, however, between the units 
studied, even though the size of 
the unit and the type of treatment 
the patient was receiving differed. 
The study did not, then, measure 
a single unit with all the dangers 
of peculiarity such a study might 
contain, but was able to analyze a 
rather constant pattern of usage 
on four different inpatient units. 

The most important observation 
here is that the staff initiated more 
calls on the system than did the 
patients during the day hours, the 
time of heaviest activity. The op- 
posite was true only at night. 

The first part of the hypothesis, 
then, seems to be true: during the 
most active periods, the voice in- 
tercommunication system did not 
function mainly as a nurses’ call 


Fig. 1—Percentage of calls 
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(7:30 a.m. to 10 p.m.) 


NIGHT 


(10 p.m. to 7:30 a.m.) 





PERCENTAGE OF CALLS 


initiated Initiated 


by staff 
Surgical West 2 
Capacity 30 Census 27 68 3 


Medical West 
Capacity 28 Census 26 61 39 


Surgical East 32 
Capacity 48 Census 44 68 


Medical East 73 27 
Capacity 48 Census 42 


All Units 68 32 





system, but as a staff communica- 
tion system. 


PATIENT INITIATED CALLS 


Was the voice intercommunica- 
tion system designed to function 
efficiently as a staff communica- 
tion system, as well as a nurses’ 
call system? Analysis of the more 
familiar patient initiated nurse 
call function will be considered 
first in attempting to answer this 
question. Of all calls from the pa- 
tient, during the day approxi- 
mately 90 per cent were answered 
by the ward clerk. This is signifi- 
cant. As was mentioned above, the 
clerk answered the patients’ calls, 
but she could not perform the 
services requested in most in- 
stances. She, therefore, passed 
most requests on to members of 


Fig. 2—Average time lapse in answering patient initiated calls per inpa- 
tient unit during day and night observations 
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the nursing staff. As will later be 
seen from the analysis of staff in- 
itiated calls, the clerk utilized the 
nurses’ call system for this pur- 
pose. 

On the average, patient calls 
were answered in less than one 
minute on all but one unit, for 
both day and night periods of ob- 
servations as shown in Figure 2, 
below. This table does not, how- 
ever, expose the upper extremes 
that existed on all units. These 
very long waits were particularly 
evident on the floor with the high- 
est average wait—medical west. 
Extreme waiting times were due 
primarily to the presence of tem- 
porarily employed nurses com- 
pletely unfamiliar with the use of 
the voice intercommunication sys- 
tem. Long waiting times also ex- 
isted when shifts were changing 
in the morning (even though there 
were large numbers of staff on the 
unit), and during the night when 
there were no staff members in 
the nurses’ station. Patient initi- 
ated requests were answered fas- 
ter when the ward clerk was on 
duty and there was a minimum of 
activity in the nurses’ station. 


PATIENTS CALL FOR SPECIFICS 


What were the patient initiated 
calls about? More than 90 per cent 
of the calls, both day and night, 
were requests by patients for a 
specific article or service (Fig. 3, 
page 43). Articles or services re- 
quested, with minor differences, 
showed a remarkable consistency 
between day and night observa- 
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tions. Approximately one-third of 
patient requests—a little less dur- 
ing the day and a little more at 
night—were centered around the 
bedpan and urinal. These calls in- 
cluded getting the bedpan, empty- 
ing it, positioning the patient for 
it, etc. One-fifth of the day re- 
quests and one-fourth of the night 
requests were for medications, 
mainly analgesics and sedatives. 

The next most frequent request 
was for a nurse. These were inter- 
esting calls in that the patient pre- 
ferred not to use the system prop- 
erly by telling the person at the 
nurses’ station exactly what he 
wanted. He wanted to see a nurse. 

Diet requests—separated from 
requests for water—were greater 
during the hours when meals were 
served. 

It was noted during the study 
that patients in four-bed rooms 
utilized the nurses’ call system, as 
measured by patient initiated re- 


quests, 30 per cent less than did 
patients in single rooms. Several 
reasons for this can be suggested. 
For instance, there is more of a 
chance that a nurse will be in a 
four-bed room to answer patients’ 
requests without recourse to the 
call system. Or, it can be hypothe- 
sized that the patients in four-bed 
rooms helped each other and there 
was, therefore, less need to call 
the nurse. These questions are im- 
portant to future hospital design. 

Analysis of patient initiated re- 
quests contains other valuable in- 
formation as to the design of the 
inpatient unit in which the voice 
intercommunication system is in- 
stalled. One of the most evident is 
in the area of patient requests for 
the bedpan and urinal. This study 
is an excellent argument for keep- 
ing the bedpan at the bedside 
through individual bedpan tech- 
nique and toilet hoppers for every 
room. The desirability of, in effect, 


Fig. 3—Patient initiated calls—percentage distribution by content 
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PERCENTAGE OF CALLS 


Bedpan 29 
Medication 19 
Nurse 19 
Diet 10 
Bed 8 
Water 3 
Misc. 14 


Fig. 4—Trips saved as a percentage of total calls per inpatient visit 
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Surgical West 53 
Medical West 45 
Surgical East 52 
Medical East 43 
All Units 49 
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TRIPS SAVED 
(PERCENTAGE) 


59 
30 
46 
44 


44 


turning every room toilet into a 
“dirty utility room” is clearly 
demonstrated by this study. 

Such innovations will, however, 
decrease the number of trips saved 
by the voice intercommunication 
system. Let us review patient re- 
quests purely in the light of nurs- 
ing trips saved due to the fact that 
either the nurse knew what the 
patient wanted before she got to 
the room, or she could satisfy the 
patient’s request from the nurses’ 
station. 

All of the information calls re- 
sulted in a trip saved since the 
nurse or ward clerk could give in- 
formation without leaving the 
nurses’ station. If the bedpan and 
urinal were already at the bed- 
side and the toilet hopper in the 
room, no trip was saved by using 
the voice intercommunication sys- 
tem in this area. A trip was saved 
for each of the requests for medi- 
cation since the nurse, by being 
forewarned, could bring the medi- 
cation with her when she went to 
the patient’s room. No trip was 
saved for the requests for a nurse 
or for service around the bed. Of 
patient initiated calls, therefore, 
42.6 per cent during the day and 
38 per cent during the night re- 
sulted in a trip saved. The system, 
then, did save nurses travel time 
and effort in answering patient in- 
itiated and can, therefore, 
be considered as performing its 
nurses call function more effi- 
ciently than a system not equipped 
with a intercommunication 
feature. 


calls, 


voice 


TRIPS SAVED ON CALLS 


A return to the original design 
(Fig. 4, left) and an analysis of 
all calls, both staff initiated and 
patient initiated in the light of 
trips saved, again results in a pat- 
tern with a fair degree of con- 
sistency among the units studied. 
The 49 per cent of calls which re- 
sulted in a trip saved during the 
day and 44 per cent of trips saved 
during the night hours must mean 
that a fair percentage of staff in- 
itiated calls, as well as patient in- 
itiated resulted in a trip 
saved. Approximately 51 per cent 
of the staff initiated calls during 
the day and practically all of the 
few staff initiated calls during the 
night saved the initiator a trip. Of 
all the calls which resulted in a 


calls, 
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Fig. 5—Staff initiated calls—percentage distribution—all units 
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PERCENTAGE OF CALLS 


FROM WHOM 
Ward clerk 
Charge nurse 
Others 


75 
18 
7 


TO WHOM 
Nursing staff 70 
Patients 12 
Doctors 12 
Miscellaneous 6 


WHAT ABOUT 
Page 68 
Information 19 





Order 13 


trip saved during the day observa- 
tion periods, almost three-quarters 
were staff initiated calls. 

The staff initiated calls were 
then a critical factor in the saving 
of nursing time and effort. Fig. 5, 
above, shows these staff initiated 
calls broken down into, “from 
whom,” “to whom,” and “what 
about” classifications. The all-unit 
total is used since there was not 
a significant difference between 
units. It was the ward clerk who 
initiated three-fourths of all staff 
initiated calls during the day. The 
charge nurse was a “poor second” 
during the day and night hours. 
Other calls came mainly from 
other nursing personnel who gen- 
erally initiated calls at night. 

To whom were these calls di- 
rected? They were primarily di- 





CALLS PERCENTAGE OF CALLS } CALLS 


1,415 27 


rected to members of the nursing 
staff, while patients were second, 
and physicians, third. 

What was the content of these 
calls? During the day two-thirds 
were page calls. A page call in this 
study is defined as an unsuccess- 
ful attempt to contact a specific 
individual. During the night the 
main purpose of the staff initiated 
calls was to communicate infor- 
mation. In other words, at night a 
member of the nursing staff, other 
than a charge nurse, usually passed 
information to another member of 
the nursing staff. During the day 
the most usual call was the ward 
clerk’s paging a member of the 
nursing staff. 

The page as defined (an unsuc- 
cessful attempt to locate a specific 
individual) represents an_ineffi- 


Fig. 6—Page calls as a percentage of total calls—all units 
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cient use of the voice intercom- 
munication system. It was also a 
use that was bothersome to pa- 
tients. If pages are examined in 
relation to total calls, rather than 
staff initiated calls, (Fig. 6, be- 
low) almost one-half of the total 
system activity during the day was 
devoted to pages. One character- 
istic of these pages is that they 
were in strings of multiple calls. 
If the seeking individual did not 
locate the desired individual at 
one location, he tried another 
room or used the corridor station 
in a little louder voice. If all the 
strings of duplicate calls are elimi- 
nated and page “blocks” are thus 
isolated, a clearer picture of who 
was being sought emerges. Figure 
6 shows that 357 individuals were 
being sought or about 2.5 calls per 
individual paged. Generally, nurs- 
ing personnel were being paged 
(77 per cent of the page block). 
Slightly more than one-sixth of 
the individuals sought were phy- 
sicians. Only 6 per cent of the in- 
dividuals sought were patients. 
Why were staff members paged? 
Because their exact location was 
not known, in spite of the “full 
view” from the nurses’ station. 


BUILT-IN LOCATING DEVICE 


If the ‘“‘nurses’ call’? system was 
being used as a staff intercom- 
munication system—and this has 
been demonstrated—and if such a 
use was desirable—the study 
showed time and effort of the 
nursing staff were saved by staff 
calls—then a method of minimiz- 
ing the undesirable and inefficient 
paging feature should be consid- 
ered. Some type of locating de- 
vice should be built into the sys- 
tem to be used primarily by nurs- 
ing personnel. This locating de- 
vice could indicate to the ward 
clerk, or to whoever was manning 
the central station, the fact that a 
nurse or aide was in a certain 
room. 

This locating device could be a 
light activated by the nurse or 
aide when she enters the patient’s 
room. A special color bulb would 
then light up above the patient’s 
door and at the room location on 
the master station. This feature 
certainly would cut down the 
number of pages and increase the 
efficiency of the system since the 

(Continued on page 92) 
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| pw HOPED that I could avoid 
putting myself into a position 
of discussing hospital costs. For 
as many years aS my memory 
serves me, hospital costs have been 
increasing and hospital people have 
been explaining. During the Mid- 
year conference of 1948 the theme 
of “telling the public about hos- 
pital costs” occupied a prominent 
spot on the program and discus- 
sion. The late Graham Davis in 
his past presidential year put it 
in this fashion: 
“The hospital is not out to make 
a profit, but it is supposed to 
give the consumer the greatest 
possible return for his money. 
To convince him he is getting 
full value for his health dollar, 
an effective public relations pro- 
gram is necessary. Call it ad- 
vertising if you like. Otherwise, 
the hospital gets lost in the 
scramble for the consumer’s 
dollar in the age of the atom 
and the singing commercial.” 
Then President Joseph Norby 
about the same time said almost 
the same thing in another way: 
“The American public requires 
an effective health service, one 
that is readily available, one 
that is provided in a way and 
at a price that is both satisfac- 
tory and acceptable to the peo- 
ple, one that is available on the 
basis of need without regard to 
the ability of the individual to 
pay. There is still evidence that 
the American people wish to 
purchase this service on the 
same basis that they now pro- 
vide themselves with clothing, 
food, and other personal neces- 
sities. Industry has demonstrated 
its willingness to assist and to 
bear a large portion of the cost. 
The professions continue to con- 
tribute services, time, and study. 
Government has evidenced a 
willingness to cooperate. Those 
of us charged with the admin- 
istration of this program now 
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must assume more than ever 
before a full measure of the re- 
sponsibility for our great public 
trust. We cannot transfer this 
responsibility to others, nor can 
we surrender our present envi- 
able position of freedom of ac- 
tion. But with eyes to the fu- 
ture, courage in our hearts and 
strength in our determination, 
we must continue to go forward, 
unafraid.” 


= DECEMBER I had the priv- 
ilege of addressing the Amer- 
ican Insurance Association. Here, 
again, I renewed the statements 
that have been made by Ray 
Brown, George Bugbee, and Dr. 
Crosby about hospital costs and 
placed my own interpretation on 
them in somewhat the following 
way: The duty of hospital admin- 
istration is to create the right en- 
vironment for the *good practice 
of institutional medicine and to 
surround the patient and the phy- 
sician with all the tools of science 
and medicine that will eventuate 
recovery—let the cost be what it 
may. Not the best hospital care 
at the price the patient can afford 
to pay but the best hospital care 
regardless of cost. 

This program has led the hos- 
pitals into a situation that has 
aroused the interest of many. The 
public is aware that hospital costs 
have increased beyond the aver- 
age index of most other commodi- 
ties. Critical articles appear in the 
press and the question of hospital 
efficiency is then raised. We in 
hospital administration are stunned 
at these questions—we ask our- 
selves, “Should we retreat from 
our present standards and provide 
care of lesser quality?” A good 
physician would not wish to send 
a patient to a hospital without all 
the necessities that are essential 
to recovery. Certainly, you would 
not wish to send a member of your 


family to a hospital or go to one 
yourself unless you were assured 
that the tools of recovery which I 
speak about are present. The an- 
swer must come from some other 
party than those engaged in medi- 
cine and hospital care. Surely, 
there is to be no reduction in 
standards to be suggested by prac- 
titioners in the field. 

We have our own ideas of the 
economy of hospital operations 
and feel that the care of the ill 
on the whole is done efficiently 
and, best of all, with results that 
will justify the cost. We in hospi- 
tal careers feel the impact of rev- 
olutionary medical and social ad- 
vances, and we are doing our best 
not only to adapt to them but also 
to advance hospital care as rapidly 
as possible. We think that there 
is much misunderstanding of the 
problem—confusion existing be- 
tween the quoted high cost per 
hospital day and the real cost of 
per patient stay—which is the 
price paid for in more than 96 per 
cent of hospital admissions for the 
hospital contribution to recovery 
from illness. 

The principal landmark and the 
greatest feeling of satisfaction that 
comes from my more than 35 years 
in the administration of a hospital 
is the reduction in patient mortal- 
ity. In this period I have witnessed 
the death rate of our institution’s 
patients, who have the advantages 
of the advances in medical science 
and practice, reduced from more 
than 10 per cent of admissions to 
approximately 3 per cent with no 
appreciable change in the char- 
acter of patient admitted. Here I 
ask, “Is the price too high?” 


Ray Amberg, president 
American Hospital Association 
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The following actions were taken 
by the Board of Trustees of the 
American Hospital Association at 
its meetings in Chicago on Nov. 
20-21, 1958. Further actions of the 
Board will be reported in subse- 
quent issues of this Journal. 


JEHOVAH’S WITNESSES AND BLOOD 
TRANSFUSIONS 
VOTED: To approve the statement 
titled, Jehovah’s Witnesses and Blood 
Transfusions, and the form for Re- 
fusal to Permit Blood Transfusion, 
as revised. 


JEHOVAH'S WITNESSES AND BLOOD 
TRANSFUSIONS* 


Approved by Board of Trustees 
Nov. 21, 1958 


It is suggested that the follow- 
ing points receive consideration by 
hospitals in the case of persons 
whose religious faith prohibits the 
transfusion of blood: 

1. If the patient is an adult, a 


*This statement was prepared by the 
Council on Professional Practice’s Com- 
mittee on Blood Transfusions—Jehovah's 
Witnesses, consisting of: Lloyd H. Gaston, 
M.D., chairman; Kenneth B. Babcock, 
M.D.; Loyal Davis, M.D.; Emanuel Hayt; 
Leonard Larson, M.D.; Alexander S. Wie- 
ner, M.D.; in consultation with Hayden C. 
Covington; E. G. Gillmore, M.D.; and Ed- 
win J. Holman. 


ASSOCIATION 


SECTION 





written refusal is recommended to 
absolve the hospital, the physician 
or physicians, and all other assist- 
ing personnel from liability, if any, 
for the failure to administer blood. 

2. If the patient is legally too 
young to make his own decisions, 
the written refusal of the parents, 
if available, should be secured. (In 
certain instances courts have in- 
tervened to authorize transfusions 
to minors in spite of the objections 
of their parents.) 

3. In emergencies, and where 
release of the parents of minors is 
not obtainable, it would be ex- 
pected that blood would be admin- 
istered when medically indicated 
unless clear and convincing evi- 
dence is at hand that the patient, 
if conscious, or the parent, if pres- 
ent, would refuse transfusion. 

4. Jehovah’s Witnesses consider 
blood derivatives objectionable, 
but do not object to the use of 
blood substitutes. 

5. Representatives of Jehovah’s 
Witnesses state, “that a physician 
who is one of Jehovah’s Witnesses 
may, according to his belief in the 








(Name of Hospital) 
REFUSAL TO PERMIT BLOOD TRANSFUSION 
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Hour .m. 





I request that no blood or blood derivatives be administered to___ 





raed 3 during this hospitalization. 
I hereby release the hospital, its personnel, and the attending physician 
from any responsibility whatever for unfavorable reactions or any 
untoward results due to my refusal to permit the use of blood or its 
derivatives and I fully understand the possible consequences of such re- 
fusal on my part. 








Signature of patient’s 
husband or wife 
When patient is a minor or 

incompetent to give consent: 

Signature of person 

authorized to consent 

Poe tents 

Relationship to patient__. ——sss—s—S—S 





Witness: a 
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Bible, administer blood, if he can 
conscientiously do so, when re- 
quired for the patient who has no 
objections or who does not indicate 
that he is one of Jehovah’s Wit- 
nesses, when ordinary usage and 
customary professional practice re- 
quire it. If he desires to withdraw 
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because of conscientious objections 
to blood transfusion based on reli- 
gious scruples, and he may profes- 
sionally do so without serious haz- 
ard to the patient, he may turn the 
case over to another physician.” 

6. In view of the foregoing para- 
graph it is desirable that provision 
be made within the hospital for 
the administration of blood to pa- 
tients who do not object to its 
use, in the event that medical staff 
members are unwilling to admin- 
ister blood because of their reli- 
gious beliefs. 


AUDIT OF PHYSICIANS’ FINANCIAL 
RECORDS 


VOTED: To inform the American 
Medical Association that the American 
Hospital Association considers the 
problem of the audit of physicians’ 
financial records primarily a matter 
concerning professional ethics and not 
properly a subject for policy pro- 
nouncement by the American Hospi- 
tal Association. 


HOSPITAL ORIENTATION OF 
PHYSICIANS 
VOTED: To authorize preparation 
and/or sponsorship of one or more 
training films to help orient medical 
students and physicians to hospitals. 
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SILICONE SKIN PROTECTANT ' ~ DEODORANT SPRAY OINTMENT 


One quick spray films skin with sterile, greaseless sili- Just spray sterile SURGAIRE on outside of dressing 
cone coating .. . handiest, most effective safeguard and cover lightly with gauze ... checks any wound odor 
yet for colostomy and ileostomy cases, prevention of at source for more than 12 hours! 


bedsores, diaper rash and other troublesome skin 
irritations! 


Place a trial order now for new SURGAIRE and TOPASIL—contact your Surgical 
Products Division Representative or order through your surgical supply dealer. 


SURGAIRE and TOPASIL: each supplied in 3-0z. aerosol spray cans, 12 per carton. 


PRODUCERS OF DAVIS & GECK BRAND SUTURES *Trademark 
ANO vim® BRAND HYPODERMIC SYRINGES ANO NEEDLES. DISTRIBUTED IN CANADA BY CYANAMID OF CANADA LIMITED, MONTREAL 14, P.Q 
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“YES...1 HAVE SPECIAL REASONS FOR SPECIFYING BUFFERIN”’ 


There are a lot of reasons why so many physi- 
cians specify Bufferin. For instance, it’s better 
tolerated than plain aspirin—many times bet- 
ter tolerated according to one recent study! of 
236 patients. Therefore, it’s the choice when 
high-dosage or long-term salicylate therapy 
is indicated. And Bufferin contains no sodium 
—so it’s ideal for effective pain relief when the 
patient’s on a low-salt or salt-free diet. 


Bufferin makes work easier for the hospital 
staff too: no stomach upsets to waste nursing 
time—the fast onset of action means fewer of 
those ‘‘why don’t I feel better yet” calls. 


Bis EE aac 


And the new 1,000 tablet hospital size bottle 
of Bufferin means that you can now economi- 
cally stock this fine analgesic for general hos- 
pital and out-patient use. Be sure it’s available 
in your pharmacy. 

Each Bufferin tablet combines 5 grains of aspirin 
with Di-Alminate (Bristol-Myers’ name for the ex- 
clusive combination of the antacids aluminum glycin- 
ate and magnesium carbonate). 


1. Sher, D. B.: Aspirin and APC Irritation of the Stomach, 
Scientific Exhibit, World Congress of Gastroenterology; 
Washington, D.C., May, 1958. 


BUFFERIN 1,000’s Save money - save space - save time 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 
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ORGANIZING AND OPERATING 


ALTHOUGH motivation is often difficult to de- 
velop in long-term patients, the staff of the 
chronic disease division, Jewish Hospital of St. 
Louis, has found that once patients become in- 
terested in occupational therapy projects, they 
usually work on them eagerly and with pleasure. 


a chronic disease unit in a general hospital 


(Continued from page 30) 


patient who is accepted is ulti- 
mately admitted. At times other 
plans are made by the family or 
the application is withdrawn. 

@ Discharge procedures—Patients 
are discharged when their condi- 
tion has improved to a point where 
hospital care is no longer required. 
Discharge plans are handled by 
the social worker who is familiar 
with the home situation. She will 
help the family to work out a 
plan for further care. No patient 
is asked to leave until such a plan 
is carefully formulated. The medi- 
cal director participates in plan- 
ning by direct consultation with 
the family or by conferring with 
the social worker. The medical di- 
rector does not have authority to 
discharge a private patient. He 
may, however, contact the attend- 
ing physician and suggest to him 
that his patient no longer needs 
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hospital care. This indirect control 
over the use of the chronic disease 
division by private patients has 
proved workable. 

In the case of discharge, (Table 
7, right) 7 patients (6 per cent) 
were returned to the acute divi- 
sions for more intensive treatment. 
Nine (7 per cent) were discharged 
to nursing homes or other insti- 
tutions because they needed less 
intensive care. Seven (6 per cent) 
more were placed on the 
care program. Forty-five patients 
(35 per cent) were discharged to 
their own homes in improved con- 
dition. The balance (46 per cent) 
were discharged by death. 

The average length of stay for 
all patients admitted 168.9 
days during 1957. This figure was 
distorted by the several custodial 
and nursing home type patients 
on the program (Table 8, right). 


home 


was 


The length of stay for the treat- 


able chronically ill patients was 

131.9 days. s 
REFERENCES 

References for Part I and Part II will 


appear in the next issue of this Journal 
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AT ASHP-AAAS SESSIONS— 





Intofessicnal, fuactte CONTINUED 


Hospital pharmacists hear of future 


The hospital pharmacist of the future will be more highly educated, 
more versatile in hospital management, and much more of an executive 
than a technician. Furthermore, approximately one-fourth of future 


hospital pharmacists will be women. 


These were among predictions made by four panelists representing 


an educator, a physician, an ad- 
ministrator, and a pharmacist at 
a session on hospital pharmacy 
during the 1958 annual meeting 
of the American Association for 
the Advancement of Science De- 
cember 26-31 in Washington, D.C. 
The American Society of Hospital 
Pharmacists, a sponsor of the pro- 
gram, is an affiliate of AAAS. 

Dean Charles W. Bliven of the 
School of Pharmacy, George Wash- 
ington University, said specialized 
hospital pharmacy education must 
be added to the curriculums of 
four- and five-year programs in 
pharmacy if they are to keep pace 
with the needs of hospitals 

“Internship training programs 
will continue to have an impor- 
tant place in hospital pharmacy 
education,” he said, ‘“‘but they can- 
not substitute for a well organized 
graduate program.” (For a devel- 
opment in this area, see box, this 
page.) 

For pharmacy education pro- 
grams of the future, Dean Bliven 
stressed the importance of his- 
tology, anatomy, and knowledge 
of investigational and radioactive 
drugs. 

Discussing pharmacy manpower 
needs of the future, Dean Bliven 
said “womanpower” will likely 
play an increasing role in filling 
these needs. In schools of phar- 
macy, women will soon constitute 
15 per cent of the graduates, he 
said. Dean Bliven expects this pro- 
portion to mount to 25 per cent. 


MORE PRESCRIPTIONS 


Kenneth R. Nelson, M.D., chief 
of the Division of Hospitals, U.S. 
Public Health Service, speaking 
from the physician’s viewpoint, 
said hospital pharmacies of the 
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future will handle a greatly in- 
creased volume of prescriptions, 
owing to the growing number of 
hospitals that provide rental space 
for practicing physicians. 

Future hospital pharmacies will 
be larger, Dr. Nelson said. Be- 
tween 25 and 30 per cent of total 





COLUMBIA TO OFFER GRADUATE 
HOSPITAL PHARMACY PROGRAM 


A graduate program of education 
in hospital pharmacy will be in the 
Columbia University College of Phar- 
macy beginning with the fall of 1959, 
according to an announcement Janu- 
ary 6 by Dean E. E. Leuallen. Sev- 
eral teaching hospitals in greater New 
York have indicated an interest in co- 
operating in the program, which in- 
volves the completion of 30 graduate 
credits in the college and the full in- 
ternship program of the American So- 
ciety of Hospital Pharmacists in an 
accredited hospital pharmacy. 

In a statement concerning the new 
program, Dean Leuallen said, “Never 
before has the hospital pharmacist 
faced so many challenging opportuni- 
ties to demonstrate his scientific, pro- 
fessional and administrative capabil- 
ities. The graduate of this new 
program, schooled in biochemistry, 
modes of drug action and toxicology, 
knowing the techniques of formula- 
tion and stabilization, aware of the 
significance of quality control, and 
experienced in administrative fune- 
tions, will add new dimensions to the 


service offered in many hospitals.” 





drug dollar volume is now handled 
in hospitals, he said, and this per- 
centage is increasing. 

Dr. Nelson said the pharmacist 
of the future will serve as a drug 
therapy consultant to staff physi- 
cians rather than perform routine 
technical duties, which will be 
delegated. Over-all drug charge 





systems will be commonplace, he 
said. 


A TRUE PROFESSIONAL 


“The hospital pharmacist will 
be a true professional, entirely 
distinct from the retail pharma- 
cist,” said Charles U. Letourneau, 
M.D., director of the Northwestern 
University Program in Hospital 
Administration, speaking as a hos- 
pital administrator. 

He said the specialized knowl- 
edge needed by the pharmacist for 
carrying out his duties in the hos- 
pital will necessitate educational 
patterns different from those of 
the retail pharmacist. 

Joseph A. Oddis, staff represent- 
ative, Council on _ Professional 
Practice, American Hospital Asso- 
ciation, predicted that the hospital 
pharmacist will participate more 
actively in clinical meetings of the 
medical staff and will work closely 
with the attending physician in 
recommending drug therapy for a 
given diagnosis, Mr. Oddis said. 

The future pharmacist will have 
to take the responsibility for pro- 
viding 24-hour drug service, he 
said, but he will be doing very 
little compounding and manufac- 
turing. Only nonavailable prod- 
ucts, unusual dosage forms, and 
special investigational drugs will 
be prepared, the rest being left to 
manufacturers, Mr. Oddis con- 
cluded. 


INJECTION COSTS NARROW 


Although the cost of adminis- 
tering injectables by means of a 
closed system is still higher than 
that with the conventional meth- 
od, the differential is steadily nar- 
rowing, reported Kenneth R. Nel- 
son Jr., Office of the Surgeon 
General, U.S. Public Health Serv- 
ice, in an earlier hospital pharmacy 
session. 

Mr. Nelson compared figures 
developed in a recently completed 
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fed (ed ) NEW 
LIPOMUL" I.V. 
fe [eq | PROVIDES 

8 TIMES THE 
CALORIES 
OF 5% DEXTROSE 


* high energy fat for intravenous feeding. 


0 0 * the first formulation to assure adequate caloric supply. 
0 0 * prevents cachexia and promotes recovery. 


* spares body protein. 
























































* provides high caloric intake in low fluid volume, thus elimi- 

nating the necessity of prolonged administration and over- 
_ hydration—1 liter of Lipomul I.V. supplies 1,600 calories, 

while 1 liter of 5% dextrose or 5% protein hydrolysate sup- 

plies only 200 calories. 

* completely metabolized. 

* makes possible higher concentrations of fat without irrita- 

tion of venous endothelium. 

* essentially devoid of electrolytes and nitrogen—can be life- 

saving when renal function is markedly impaired. 

* has minimal side effects: incidence of reactions less than 

5% in 4,000 infusions. 


See package literature for dosage, administration, and precautions. 
Supplied: Lipomul I.V. is a sterile, nonpyrogenic, oil-in-water emulsion 
PI I ’ pyrog ’ 

supplied in 500 cc. bottles for intravenous use. Each bottle contains 
cottonseed oil 75 Gm., glucose 20 Gm., and soybean phosphatide 6.0 Gm. 
Included in each package is an intravenous administration unit which 
must be used in all Lipomul I.V. infusions. The package must be stored 
in a refrigerator and protected from freezing. The unit is not for multipl 
dose use, and any unused portion should be discarded. 


ssnieaesdihabis 
HTRADEMARK, REG. U. 8. PAT. OFF |Upjehn | The Upjohn Company, Kalamazoo, Michigan 
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study with parallel figures in a 
study made four years ago. The 
cost of giving a closed system in- 
jection now ranges from 2.1 cents 
to 6.1 cents above the cost of a 
conventional injection, he _ said. 
As pharmaceutical manufacturers 
gain more experience in producing 
these items and as the range of 
available medications is widened, 
he said, costs can be expected to 
decrease further in relation to 
costs of the conventional method. 

Costs of both systems probably 
will continue to rise, however, Mr. 
Nelson said. Rising salary levels 
may bring the cost of the two sys- 
tems to a “crossover point” where 
both will be equal. Meanwhile, the 
closed system offers advantages 
that “cannot be given a price tag”, 
he said. 


RESPONSIBILITIES MULTIPLY 


Administrative responsibilities of 
the hospital pharmacist have mul- 
tiplied tremendously in_ recent 
years, Dr. Letourneau declared in 
a talk on the pharmacist’s role in 
administration. 

“Unless the pharmacist is well 
grounded in management princi- 
ples he is practically no help to 
the administrator,” he said. 

Daniel F. Moravec, director of 
pharmacy service at Lincoln 
(Nebr.) General Hospital, in a 
paper discussing the research po- 
tential in hospitals, stated that 
students in this field must be made 
to realize that hospital pharmacy 
research is scientifically alive. In 
the absence of Mr. Moravec, the 
paper was read by Dr. Letourneau. 

To demonstrate the vitality of 
hospital pharmacy research, Mr. 
Moravec described a number of 
specific pharmaceutical problems 
involving patients in which crea- 
tive research was used to find a 
solution. He said a cooperative 
working team composed of the 
physician and pharmacist can be 
the key to solving such problems. 


PHARMACY BOARD SURVEY 


Results of a survey of rela- 
tionships between state boards of 
pharmacy and hospital pharmacies 
were outlined by Fred T. Mahaffey, 
assistant to the secretary of the 
National Association of Boards of 
Pharmacy. Forty-five out of 49 
pharmacy boards queried replied. 
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Some of the findings: 

@ In 31 of the states from which 
questionnaires were returned, 
boards of pharmacy have sole 
jurisdiction over hospital phar- 
macies and drug rooms. Boards of 
health have jurisdiction in an- 
other 6, and the authority is 
shared with another health group 
in 5 states. In 3 states there is 
no vested authority over hospital 
pharmacies. 

@ 29 pharmacy boards are given 
the power to license hospital phar- 
macies, and 17 boards license 
nursing home pharmacies. 

e@ 40 states require the services 
of a pharmacist to be available 
at all times; these states also de- 
fine certain minimum equipment 
standards for hospital pharmacies. 

@ Boards of pharmacy have the 
power to inspect hospital phar- 
macies in 37 states, and in 18 
states, this inspection includes floor 
nursing stations and general pro- 
cedures for handling dangerous 
drugs and narcotics. 

@ 12 states make no stipulation 
as to how large a hospital can be 
without having a pharmacy, but 
32 make such a stipulation. 

Mr. Mahaffey said the survey 
showed that most states require 
that medications given in nursing 
homes be obtained from regular 
licensed outlets, and that medica- 
tions be controlled by the admin- 
istrator. 


CHRONIC HOSPITAL PHARMACY 


Evolution of the pharmacy serv- 
ice at Keswick, an “intermediate 
long-term facility” in Baltimore, 
was traced by Virgil A. Halbert, 
executive director. 

Keswick is a facility designed 
for the needs of chronically ill pa-: 
tients for whom the nursing home 


is inadequate and the acute gen- 
eral hospital inappropriate, Mr. 
Halbert said. The institution pro- 
vides a home and community life 
in which chronic hospital care is 
an integral part of daily living, he 
said. 

In recent years, as the hospital 
developed its facilities to meet the 
needs of patients it now serves, 
Mr. Halbert said, it was found that 
the existing nurse-supervisor drug 
room system was becoming more 
and more inadequate. 

In 1956 a general pharmaceuti- 
cal survey was conducted for the 
purpose of bringing pharmacy 
service up to the same level as the 
diagnostic and therapeutic pro- 
grams and to establish the prac- 
tice of pharmacy as a professional 
service conducted by properly 
qualified personnel. 

The associate director of nursing 
is now responsible for drug dis- 
pensing, purchasing, and control, 
Mr. Halbert said, and there has 
been no compounding done at the 
hospital since 1956. “Maintenance 
pharmaceuticals” form the bulk of 
drugs stocked; use of narcotics is 
extremely small. Patients requir- 
ing more complex parenteral med- 
ication or extended oxygen therapy 
are transferred to a_ short-term 
general hospital, he said. 

The hospital currently is at- 
tempting to establish a liaison with 
a general hospital that would pro- 
vide both personal services of pro- 
fessional pharmacists as well as 
pharmaceuticals, paid for on a 
monthly basis. The general hospi- 
tal would be expected to assist in 
the establishment of needed con- 
trol systems and to furnish the 
pharmacy representative to a 
pharmacy and therapeutics com- 
mittee, Mr. Halbert said. . 





Formulary system topic of two talks 


The hospital formulary system was the subject of two talks given 
during the sessions on hospital pharmacy at the AAAS annual meeting. 

The greatly increased responsibility for purchasing that falls to the 
pharmacist in a hospital using the formulary system was the topic of a 
paper prepared by Herbert S. Carlin and Herbert L. Flack. 


Mr. Carlin is chief of the educa- 
tion and research division, phar- 
macy service, and Mr. Flack is 
director of pharmacy service, Jef- 
ferson Medical College Hospital, 
Philadelphia. 

Mr. Carlin, who read the paper, 
pointed out that the formulary 





system, through the carte blanche 
permission granted by the medical 
staff to dispense under the generic 
name any brand of identical drug 
or chemical agent, charges the 
pharmacist with the responsibility 
(Continued on page 92) 
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NOW- CHECK CROSS- 
CONTAMINATION AT THE 


SUTURE LEVEL! 


ELIMINATE ALL JARS & 
SOLUTIONS WITH NEW 
INDIVIDUALLY PACKAGED 


D&G SURGILOPE SP 
SUTURES 


With exclusive D&G double-envelope strip 
pack sutures each sterile, sealed inner en- 

velope is individually protected until the 

actual moment of use! Bulk storage in jars 

and solutions—with all its accompanying 

uncertainties—is outmoded. A new standard 

of safety at the suture level is established. ‘ 

Now available in a complete suture line—absorbable 
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AMERICAN CYANAMID COMPANY 
SURGICAL PRODUCTS DIVISION 


\ NEW YORK, N.Y. 
Hu Producers of Davis & Geck Brand Sutures and Vim® Brand Hypodermic Syringes and Needles. 


Sales Office: Danbury, Connecticut Distributed in Canada by: Cyanamid of Canada Limited, Montreal 16, P.Q. 





American Hospital Association 


PURCHASING GUIDE 


This purchasing guide is one of a group 
developed or brought up to date during the 
last year by and for members of the Ameri- 
can Hospital Association Personal Member- 
ship Department for Hospital Purchasing 
Agents. The guides were presented for com- 
ment and criticism of Department members 
in the Hospital Purchasing Agents’ Newslet- 
ter and are being printed in final form in this 
Journal in order to make them more widely 


available in the hospital purchasing field. 





Pages on which the guides appear are per- 
forated so that they can be easily removed 


and filed for future reference 


ITEM: SHEETS, BED, COTTON (Bleached) 
FED. CLASS NO. 7210, Household Furnishings 


FED. GROUP NO. 72, Household and 
Commercial Furnishings 


KEY POINTS: 


. Sizes should be uniform throughout the hos- 
pital. 
Standard (torn) sizes: 63x99, 63x108, 72x99, 
72x108 


Most common size: 72x108 
Fiber: 100 per cent cotton. 
Types: 
128 medium white muslin 


(carded yarn) 


140 heavy weight muslin 
(carded yarn) 


180 “utility” percale 
(combed or carded yarn) 


200 “luxury” percale (combed yarn) 


Most common type: 140 
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The type of number is the same as the minimum 
number of threads per square inch. This is ob- 
tained by adding the number of threads per inch 
in the warp and filling. The number of threads 
in the warp should usually exceed those in the 
filling by approximately 10 per cent. The warp 
is usually the lengthwise threads. Thread counts 
are determined from unbleached cloth and will 


usually be slightly higher in bleached sheeting. 


4. PuystcAL REQUIREMENTS: 


Type Type Type Type { 


180 200 


128 140 





Breaking strength (grab method) of warp & 


filling (min. lbs.) — 


Weight (min. oz. per 


sq. yd.)— 4.0 


Maximum sizing 


added— 6% 


SHRINKAGE A maximum of 7 per cent 
shrinkage is a commonly ac- 
cepted standard even though 
this figure is not part of an ex- 
isting standard. 

WEAVE The weave should be plain and 
firm throughout without loose 
or tight areas. 

HEMS A 1-inch hem on either end is 
called for in the federal speci- 
fication; however, many hospi- 
tals find that a 2-inch hem on 
either end provides a neater 


looking bed. 





8. 


9. 


STITCHING A minimum of 14 stitches per 
inch. 


Sheets should be clean, have even selvages, 
and be free of defects. 


10. CoLors All colors, including identify- 


11. 


ing marks, should be fast, with 
no running or fading when 
washed in standard washing 
formulas using active chlorine. 


QUALITY Sheets should be known com- 
mercially as “firsts” unless 
“seconds” are specified on pur- 
chase order. Defects which 
classify sheets as seconds 
should be known by the pur- 
chaser and should not affect 
the appearance or serviceabil- 
ity of the sheet. 


TESTS: 


1. SHRINKAGE Measure sheet before and after 


first laundering to determine 
amount of shrinkage. Several 
sheets for each order should 
be tested and an average de- 
termined for the lot. 


2. SIZING Weighing the dry sheet before 


and after laundering will give 
a rough measure of the amount 
of sizing present. Visual and 
hand inspection of unwashed 
and washed sheets should also 
be made. A heavily sized sheet 
will lose much of its crispness 
and body during washing. 


3. PULLING Good quality sheets will usu- 


ally fold square after launder- 
ing and ironing. Note hems and 
selvage for pulls and tucks 
after washing. 


4. DuraBiILity Sample sheets may be sub- 


jected to normal use for com- 
parison with current product 
or other samples. An accurate 


count of washings is necessary 
for best comparison. 


5. OTHER Tests Specific tests for evaluating 
the various technical aspects 
of the sheet, such as crocking, 
hem strength, color fastness, 
warp and filling strength, and 
finish, are contained in Part V 
of American Standard Mini- 
mum Performance for Institu- 
tional Textiles and Commer- 
cial Standard CS 59, Textiles, 
Testing and Reporting. 


REMARKS: 


Purchase orders should contain the following 
notation: “The sheets listed on this purchase 
order should meet or exceed American Stand- 
ard L 4.1.” 


REFERENCES: 


When ordering the above items, refer to the fol- 
lowing for further details: 


1. American Standard L-4, Specifications for 
Bleached Cotton Bed Sheets and Pillowcases. 
American Standards Association, 70 East 45th 
Street, New York 17, N.Y. $6.25. 


. US. Department of Commerce Simplified 
Practice Recommendation R-74, Hospitai and 
Institutional Cotton Textiles. U.S. Govern- 
ment Printing Office, Washington 25, D.C. 


3. Hotel Textile Purchasing Guide. American 
Hotel Association, 221 West 57th Street, New 
York 17, N.Y. $7.50. 


. Federal Specification DDD-S-281c(1) Sheet, 
Bed; Cotton (Bleached). U. S. Government 
Printing Office. 5 cents. 


. Federal Standard No. 59, Sheet, Bed; Cotton 
(Bleached). U.S. Government Printing Office. 


5 cents. 


. Federal Specification CCC-T-191b(4) (Part 
1), Textile Tests. 
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The hyper-anxious hypertensive Ser asil 
needs greater central control 


(reserpine CIBA) 


Hypertensive patients whose emotional disturbances cannot be controlled by agents 
which have no autonomic action need Serpasil: it acts on the central autonomic 
mechanisms which control reactions to stress. Thus, Serpasil not only lowers blood pres- 


sure, but eases the anxiety and agitation that contribute to your patient’s hypertension. 


C I1.BA 


SUMMIT. N. Q. 


DOSAGE: In the average patient not receiving other antihypertensive agents, the average initial dosage 
is two 0.25-mg. tablets daily, with a range of 0.1 to 1 mg. Later the Serpasil dosage should be reduced 
to 0.25 mg. or less daily for maintenance. suPPLIED: Tablets, 0.1 mg., 0.25 mg., 1 mg., 2 mg. and 4 mg. 


2/2638 MB 
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Picks up even Od and subply MUseu 


Floor cleaning equipment 





(3D-1) 5 New product descriptions in- 
Manufacturer's description: Designed for cluded in this section are con- 
hospitals, where quiet is essential, densed from reports furnished 
this new cleaning equipment is by manufacturers and distribu- 


tors. Descriptions are included 
here for informational. pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. 











Wringer Co., Dept. H3, Fultonville, 
N.Y. 


Scintillation counter (3D-2) 
Manufacturer's description: Transistor- 

ized scintillation counter is prima- 

rily used in thyroid evaluations, 
circulation studies, kidney func- 

tion tests and localization of met- 

astatic masses and adenomas. It 

is designed for use with any make 

ideal for cleaning occupied rooms. of scaler or count ratemeter. To 

The new line includes oval mop 





“PRIVATE 
NURSE" 


CARE... 
without increasing 
staff! 





That's the kind of service Auth 
VOKALCALL makes possible. This ; 
fine audio-visual nurses’ call system | buckets, silent mop wringers, and 
provides instant two-way voice/ 4 soundproofed mopping truck. 
communication between patient and é me : 4 

nurse. It is so sensitive it even picks | SOUndproofing is achieved through 
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swer calls and talk directly to patients | tion bails on bucket handles, and 


without leaving her station; she can | rubber casters on the truck chas- 
cancel all signals and ‘“‘listen in’’ to ; i ‘ ; 
each room from her location. The | 5is- Buckets are available in 16 qt. 
Auth VOKALCALL helps her take care | through 50 qt. capacity. White Mop 
of more patients, saves her foot- 
steps, and improves her morale. 


Insist upon Auth VOKALCALL for your |  !f you wish to have your name sent direct to the manufacturers of products 


hospital. Visual (only) nurses’ call | and distributors of literature described in this review, check the appropriate 
systems also available. 


With VOKALCALL the nurse can an- sulators at all contact points, fric- > 


~~ items on this coupon, sign your name and address, clip and mail to the Edi- 
’ torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 
Chicago 11, Illinois. 







For more information on 
Auth Electrical Signaling 
Systems for hospitals 

mail coupon now! 












PRODUCT NEWS 


" Floor cleaning equipment (3D-1) ; Slide sorter (3D-8) 
Scintillation counter (3D-2) Carton sizer (3D-9) 
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 m first choice 


WITH NURSES and 
HOSPITAL BUYERS 
because they’re 


@ ALWAYS AVAILABLE 
—No more cutting, sewing and storing 
muslin wrappers. Do away with laun- 
dering, drying, folding and mending. 
Save time, save space. 


@ EASY TO USE 

—tThe only paper designed to handle 
like cloth—no change in technique re- 
quired. Edges drape when unfolded to 
provide sterile field. 


@ RE-USABLE 
WITH SAFETY 


—Hospitals report 8 
to 10 
Sterilwrap sheets, as 
many as 12 to 24 
from glove envelopes 


uses out of 


and cases. 100% 
sterility assured for 
much longer _ periods 


than with other wraps. 


TERILWRAP 





FOR WRAPPING SUPPLIES 
TO BE AUTOCLAVED 








( 











The modern way to wrap supplies for 
autoclaving. Not just another ordinary 
commercial paper, Meinecke Steril- 
wraps are formulated under rigid lab- 
oratory control specifically for hospi- 
tal sterilizing needs. Strong, easy to 
handle, won't crack or stiffen—and 
the initial cost is the complete cost! 


TEST STERILWRAPS 
—send for FREE sample test kit, 
folder and prices—TODAY! 


_ MEINECKE & CO., INC. 


Over 65 Years of Continuous 
Service to the Hospitals of America 
221 Varick St., New York 14 


Branches in Dallas, Los Angeles, 
Chicage and Columbia, S. C. 
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permit shielding for any type of 
test, the counter includes five 
screw-in collimators that are in- 
terchangeable in less than 10 sec- 
onds. Among these is the exclu- 
sive “A” filter with 1/16-in. lead 
shield to replace the usual large 
bulky plate type filters. A re- 
movable sliding variable spacer is 
calibrated in centimeters. The unit 
carries a two-year warranty. Nu- 
clear Measurements Corp., Dept. 
H3, 2460 N. Arlington Ave., Indi- 
anapolis 18, Ind. 


Silent floor machine (3D-3) 

Manufacturer's description: This 20-inch 
silent floor machine 
type gear re- 
ducer, sepa- 
rated from the 
motor tor 
quieter opera- 
tion and sim- 
pler repair. The 
1 hp. motor 
rests directly 
over the brush 
with the weight 


has a 


new 





assuring balance, uniform cov- 
erage and effective use of 
power. Runaways are prevented 


by the safety switch which in- 
stantly stops the machine once the 
grip on the handle is released. The 
machine is available with more 
interchangeable accessories than 
any other previous model. Hunt- 
ington Laboratories, Inc., Dept. H1, 
Huntington, Ind. 


30-quart mixer (3D-4) 
Manufacturer's description: New 30-qt. 
mixer is built for a wide range of 
mixing, beating 
or whipping ap- 
plications. Pow- 
ered by 
h.p. motor with 
direct drive 
gear, the mixer 
— features a three- 
speea transmission with all com- 
ponents sealed securely for sani- 
tary long-life performance. The 
base, column and_ transmission 
housing are of close-grained cast 
iron for assured durability. The 
30-qt. bowl is heavily tinned steel 
with sanitary open style lip and 
smooth contours for easy clean- 
ing. Toledo Scale, Division of To- 
ledo Scale Corp., Dept. H2, To- 
ledo 12, Ohio. 


Mobile x-ray unit (3D-5) 


Manufacturer's description: New 200-mil- 
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H oo Without 


a DOUBT I! 


MORE HOSPITALS ARE 
USING PRESCO’S IDENTI- 
FICATION BRACELETS * 
ON BOTH MOTHER AND 
BABY! 


PRESCO’s sdentification system 
is especially designed to meet 
the requirements of the A.H.A. 
and American Academy of 
Pediatrics. 


The fastest, easiest method for 
positive patient identification! 
Made of soft, pliable, non-toxic 
plastic, in blue or pink. Snaps 
on with slight pressure. No 
tools needed! Conforms to 
baby’s wrist or ankle. 
PRESCO’s “Multiple Cere- 
mony’’ system provides identi- 
fication for mother and baby. 
PRESCO’s “Adult System” 
also available for use in surgi- 
cal cases, blood transfusions, 
etc. 5 separate systems for every 
hospital need. 


*PAT. APPLIED FOR 


SEND FOR FREE SAMPLES AND CATALOG. 


al tok 3-1 ot) 





_Company,inc. 





HENDERSONVILLE, N. C. 
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liampere x-ray unit can be moved 
from room to room to make radio- 
graphs without moving the patient 
from bed. Two 4-inch casters at 





the forward end and two 10-inch 
diameter wheels at the unit’s cen- 
ter of gravity ensure easy maneu- 
verability. A 3-inch caster at the 
rear enables the unit to be tilted 
slightly to clear obstacles and enter 
elevators. To provide maximum x- 
ray picture quality, a milliampere- 
seconds timing device and an ex- 
posure assurance circuit are used. 
Westinghouse X-Ray Department, 


Dept. H3, P.O. Box 416, Baltimore 
3, Md. 


Elastic bandages (3D-6) 

Manufacturer's description: These light- 
weight, porous dressings provide 
a wide range of controllable ten- 
sion for pressure or support. The 
bandage has a high degree of elas- 
ticity and is physiologically inert. 
The material of the bandage pre- 
vents slipping after application 
since it clings to itself. The multi- 
cellular construction provides a 





cushion against physical shock. 
The dressing can be washed and 
autoclaved. American Cyanamid 
Co., Surgical Products Division, 
Dept. H3, 30 Rockefeller Plaza, 
New York 20, N.Y. 


Parts and tools cabinet (3D-7) 
Manufacturer's description: Of interest to 





hospital maintenance and engi- 
neering departments are these 
welded steel units which will stand 
on any level surface or which may 
be hung against the wall. For 
small parts storage, plastic draw- 
ers are provided which may be 
subdivided into three compart- 
ments each. Seamless steel draw- 
ers are provided for storage of 
tools such as electric drills, drill 
bits, drum sanders, and other hand 
tools. Drawer front label slots pro- 
vide easy indexing of contents. 





* NO CLIPS 


* EASIEST TO POSITION 
FILM IN DARK ROOM ~* FILM CANNOT FALL OUT 


* STAINLESS STEEL CONSTRUCTION SPOT WELDED 


SEND FOR YOUR FREE 30 DAY TRIAL OFFER TODAY / 


Medical Division 


STIRRUP METAL PRODUCTS CORP 


Newark 5, N. J. 


215 Emmet St. 
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FRAME STAYS OPEN AT 
CORRECT ANGLE 




















Faced With a Fund-Raising Problem? 


Fund-Raising is Our Business . . . 


with over 45 years of successful experience. 


AMERICAN CITY BUREAU 
(Established 1913) 


3520 Prudential Plaza 


Chicago 1, Illinois 


Founding Member American Association 


of Fund-Raising Counsel 








HOSPITALS, J.A.H.A. 








Models are available with 14 to 
92 drawers. Akro-Mils, Inc., Dept. 
H3, 820 E. Market St., Akron 9, 
Ohio. 


Slide sorter (3D-8) 


Manufacturer's description: Slide sorter 
permits quick viewing of up to 
40 35-mm. slides at a time for 


quick identification and selection. 
It facilitates the arrangement of 
slides in any order or continuity 
desired for screen projection. The 
complete unit consists of an un- 
breakable, translucent plastic sur- 





face mounted on a sturdy enameled 
steel stand. Light from a 40-watt 
lamp assembly is reflected up 
from a built-in reflector to pro- 
vide soft, evenly diffused light. H. 
E. Geist Co., Dept. H3, 8620 Lo- 
rain Ave., Cleveland 2, Ohio. 


Carton sizer (3D-9) 

Manufacturer’s description: This new 
aluminum tool makes it possible 
to re-use odd-size cartons by scor- 
ing box walls to the depth desired 
so sides can be folded to proper 
size. The unit is made of polished 
aluminum, with a lifetime scoring 
wheel. Depth of scoring is con- 
trolled by an adjustable depth 
gauge with set-screw. The whole 
operation takes seconds and elim- 











inates dangerous cutting or costly 
special box orders. Markay Prod- 
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ucts, Dept. H3, 18 East 


Kansas City 6, Mo. 


Cardiac stimulator (3D-10) 
Manufacturer's This 
unit both stimulates and monitors 
the heart. An autoclavable, flex- 
ible, 
through the chest wall. It is en- 
closed in a special needle with a 
of approximately 
mm. The wire which pierces the 


diameter 


myocardium is 
only 1/3 of a millimeter, and can 


description: 


insulated wire is 


11th 


extremely 


St., 


new 


passed 


1% 


thin, 








NURSE CALL-TV-RADIO! 


Don’t Buy Separately! 











NOW GET ALL 3 IN A SINGLE PILLOW SPEAKER 
With No Cash Outlay! 


Why lay out needed cash for a single unit? Right now, discover how 
Dahlberg gives you Nurse Call/TV/Radio in ONE INSTALLATION 


<a 





NURSE-PATIENT INTERCOM ... © 
always operative through Pillow 
Speaker. No other bedside inter- 7 
com equipment! { 








,, ; 


TELEVISION ...TV stations received 
through Pillow Speaker, plus hos- 
pital-originated TV shows! 


J 




















a 





RADIO, TOO! in same Pillow 
Speaker! Local stations, plus closed- |} 
circuit hospital station. 3 


GET MORE FACTS 


Contact your 


DAHLBERG 


representative 


SEND THIS 
COUPON 


NOW! 





...and you lease it ! Contact your Dahlberg 
representative today ! 









WORLD'S ONLY 
All-In-One 
SPEAKER-MICROPHONE 
Patients Talk-Listen 
with nurse. Select, control, 
hear TV and Radio... 
Quiet! Efficient! 


DON’T BUY SEPARATELY! LEASE! 
DAHLBERG All-In-One NURSE CALL TV RADIO 
Yes, you can afford this system! Dahlberg installs, 
services and maintains, all on exclusive no down pay- 
ment, no capital investment Lease Plan! Your hospital 
can actually operate this system at a profit from the 
very first day! 


DAHLBERG, INC. 
Box 549, Minneapolis 40, Minnesota 


I’m interested in your all-in-one Nurse Call /TV/Radio 
and how it can be leased with no cash investment 
Please contact me with full particulars. 


Nome___ —_ 


i nactlids degasieaaneness acter ee 





Position eas 





Hospital — 








o 








be left in place for long periods 
without damaging the heart mus- 
cle. The unit is completely tran- 
sistorized and weighs 1% lbs. At- 
ronic Products, Inc., Bio-Medical 
Div., Dept. H3, One Bala Ave., 
Bala-Cynwyd, Pa. 


Automatic dishwasher conveyor 
(3D-11) 

Manufacturer's description: The installa- 
tion is engineered to operate in the 
smallest amount of floor space and 
is equipped with an on-off switch 





or an automatic intermittent drive 
switch accessible from any position 
along the conveyor to handle vary- 
ing load conditions. Features in- 
clude: direct loading of dishes to 
conveyor; automatic prewash, au- 
tomatic pumped wash and final 
rinse; unloading directly from con- 
veyor to storage area; visual in- 


spection assuring cleaner dishes; 
and optional waste disposer unit. 
Champion Dish Washing Machine 
Co., Dept. H2, 311 State St., Erie, 
Pa. 


Diagnostic x-ray unit (3D-12) 

Manufacturer's description: Every func- 
tion of the unit is so exactly coun- 
terbalanced and under such exact 
and simplified control that its ease 
of handling allows the radiologist 
and technician to devote their un- 
divided attention to the patient. 
One of the features of the unit is 
an entirely new concept in bilat- 
eral overhead tube-hanger design 
where the radiographic cables are 
visible only where they attach to 
the tube unit. The machine is a 
newly designed spot-film unit 





shutter di- 


which will retain 
aphragm settings regardless of 
table angulation. General Electric 
Co., X-ray Dept. (H3), 4855 W. 
Electric Ave., Milwaukee, Wis. 


Heduct titotature 





SEE COUPON, PAGE 58 


Automatic rotary presses (3DL-1)— 
A compilation of information and 
specifications on a line of rotating 
presses for laundries. The instal- 
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TURN-TOWLS SERVE NEW 


CONCORD HOSPITAL 





# 
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Concord Hospital in 
Concord, N.H., is one 
of the newest and finest 
hospitals in New Eng- 
land .. . has 150 beds. 
Their towel service: Turn- 
Tow!l cabinets. 

Concord Hospital rec- 
ognized the quality and 
economy which combine 
to make Turn-Towl serv- 
ice so desirable for use 
in hospitals. Almost 100 
controlled-type Turn- 
Towl cabinets are in- 
stalled in the washrooms 
of this hospital. 

Write for the name of 
your nearest distributor. 


BAY WEST PAPER CoO. 


1120 West Mason Street, Green Bay, Wisconsin 
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Subsidiary of Mosinee Paper Mills Co. 





lation can be made wherever steam 
and compressed air are available. 
Unipress Co., Dept. H3, 2800 Lyn- 
dale Ave. So., Minneapolis 8, Minn. 


Caster and wheel manual (3DL-2) 
—Manual No. 65 carries descrip- 
tions, specifications and illustra- 
tions of a complete line of casters 
and wheels including a new non- 
marking, electrically conductive 
wheel. Darnell Corp., Dept. H3, 


12000 Woodruff Ave., Downey, 
Calif. 
Revolving tray ovens (3DL-3)—A 


six-page brochure describing a line 
of automatic revolving tray ovens 
which both roast and bake, en- 
abling the user to produce ‘‘cooked 
to order” servings with the speed 
and efficiency of a production line 
operation. Baker Perkins, Inc., 
Dept. H3, Saginaw, Mich. 


Color coded light fixtures (3DL-4) 
—Four-color brochure gives com- 
plete information on a series of 
light fixtures coded green, yellow, 
and red to identify traffic lanes, 
dangerous areas, etc. Edwin F. 
Guth Co., Dept. H3, 2615 Washing- 
ton Blud., St. Louis 3, Mo. 


Folding wheel chairs (3DL-5)—A 
12-page catalogue covering a com- 
plete line of folding wheel chairs. 
The catalogue illustrates and gives 
specifications on adult and juvenile 
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models, mobile chairs, special 
models for amputees, etc. Colson 
Corp., Dept. H3, 7 South Dearborn 
St., Chicago, Ill. 


Fire protection (3DL-6)—A new 
brochure, ‘Modern Fire Protection 
for Schools, Churches, Hospitals 
and other Institutions”, describes 
and pictures hazardous spots in in- 
stitutional buildings and shows the 
type and size of portable fire ex- 
tinguisher recommended for best 
protection. American LaFrance 
Institutional Fire Safety, Dept. H3, 
Elmira, N.Y. 


Gelatine recipe cards (3DL-7)—A 
free packet of 48 quantity recipe 
cards. Included are recipes for 
soups, relishes, pies, cheese cake, 
and souffles. Knox Gelatine, Inc., 
Dept. H3, Johnstown, N.Y. 


Inhalation therapy (3DL-8)—A 64- 
page, digest-size book that includes 
sections on fundamentals of inha- 
lation therapy, cylinder and piped 
gas supply systems and central 
supply equipment, and inhalation 
therapy apparatus. The booklet 
contains illustrations and diagrams 
of latest equipment for inhalation 
therapy, with accompanying ex- 
planations of how and when the 
apparatus should be used. Na- 
tional Cylinder Gas Division of 
Chemetron Corp., Dept. H3, 840 N. 
Michigan Ave., Chicago 11, IIl. 


Time and cost record book (3DL-9) 
—Purpose of this monthly time 
and cost record book is to assist in 
determining the cost of owning 
and operating equipment. Twelve 
sets of pages are provided for re- 
cording, day by day, each month’s 
individual machine expenses for 
an entire year. An annual sum- 
mary sheet is provided for noting 
annual cost figures. Ask for Form 
33215. Caterpillar Tractor Co., Ad- 
vertising Div., Dept. H3, Peoria, 
Tl. 


Ice cube machines (3DL-10)—Bro- 
chure describes and _ illustrates 
three ice cube making units with 
capacities from 110 to 500 Ibs. 
daily. Patented control is said to 
guarantee usable, uniform, solid 
ice cubes under widely varying 
conditions. Ask for No. SCB-8. 
Scotsman, Queen Products Div., 
Dept. H3, King-Seeley Corp., Al- 
bert Lea, Minn. 
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Imagine a magic carpet that brings you 


FREE Uniforms 
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Orderlies 
Pharmacists 
Laboratory 
technicians 
Dietitians 
Maids 
Housekeepers 
Nurses’ Aides 


a reality with New Angelica Synthetic Materials 


By taking advantage of the savings offered in uniforms of synthetic 
materials, you can cut one-third off your uniform expense... 
one year out of three, your uniforms cost you nothing! 


$ave With Extra Durability . . . modern synthetics 
outwear cotton by 300%...require fewer replace- 
ments, fewer repairs. 

$ave on Laundry Operation Expense... cut wash 
time with your present laundry equipment more than 
50% ... eliminate expensive presswork. 


$ave With Improved Employee Appearance... 
Synthetic materials stay fresh and neat all day, shed 
wrinkles, drape smoothly, and hold their shape for the 
life of the garment. 
Angelica’s wide assortment of uniforms in synthetic fabrics in- 
cludes garments for all personnel. Mail the coupon today. 


Angelica UNIFORMS 


py cea tg es 


Send to the nearest Angelica Sales Office. 











ANGELICA UNIFORM COMPANY 
1427 Olive St., St. Louis 3, Mo. 1900 W. Pico Bivd., Los Angeles 6, Calif. 
107 W. 48th St., New York 36, N.Y. 177 N. Michigan Ave., Chicago 1, Ill. 
P Please have your representative call and explain how | can save time with 

sets, { my present laundry equipment 

So 2 

° — 

= a Name. _Title 

> r 

Sonate Firm Name ssehcieaghindehipionnsialgaiien daa 
Address___ eututninee —— 

: City State — 

Number of Uniformed employees:___.__ Male____ Female. 


63 





__ONPOLGATE BEAUTY WHITE___ 
MEETS RIGID HOSPITAL REQUIREMENTS 


BECAUSE IT IS “TAILOR-MADE” 
FOR HOSPITAL USE. 


HARD MILLED FOR UTMOST ECONOMY, 
THIS MILDLY FRAGRANT BATH SOAP GIVES 
ABUNDANT LATHER IN ALL TYPES OF WATER. 


NEXT TIME, SPECIFY BEAUTY WHITE. 
YOUR PATIENTS WILL APPRECIATE IT 
—AND YOU'LL SAVE MONEY! 





© COLGATE-PALMOLIVE ComPANY, 300 PARK AVENUE, NEW YORK 22,N.Y. 
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engincening and maintenance 


WO THESES ON which are staked 
millions of dollars of original 
and operating costs of the nation’s 
hospitals are: extravagant overde- 
sign by engineers, and the value 
of wall and roof insulation and the 
double-glazing of tight windows. 
Why should one hospital with a 
design temperature of —10°F. 
heat 137 cubic feet with one 
square foot of hot water radiation 
while another, badly overheated 
with design temperature of 10°F., 
handle only 47 cubic feet with the 
same amount of hot water radia- 
tion? Both have wall insulation, 
but not double glazing. The di- 
vergence does not lie in the plant 
requirements of the hospitals them- 
selves, but in the vagaries of en- 
gineering. 


I. ERRORS ON THE ‘SAFE SIDE’ 


Thirty years ago the building 
committee of a new hospital spent 
several months visiting institu- 
tions in the East and Midwest. We 
were frankly critical, looking for 
things to avoid as well as good 
ideas to adopt in what we hoped 
to make the perfect hospital. We 
were particularly impressed with 
the large amount of mechanical 
ventilation the hospitals had and 
did not use, and above all with 
the universal overheating. 


ENGINEERS DIFFER WIDELY 


The engineer, in the absence of 
stated requirements from the hos- 
pital, has always given it what he 
thought it ought to have. But en- 
gineers differ widely on what it 


Charles F. Neergaard, retired hospital 
consultant, was formerly associated with 
the firm of Neergaard, Agnew, Craig & 
Westermann, New York and Toronto, On- 
tario. 
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Outsize and fuel hungry, 
typical hospital heating plant 
is money waster 


by CHARLES F. NEERGAARD 





In Part I of this two-part article, the author expresses criticism of wasteful 
heating and ventilating of hospitals, based on his experience as a consultant 
over a period of many years. He also shows by examples how the extra costs of 
insulation and double glazing of fixed windows can be liquidated by the lower 


cost of the heating plant needed. 


In Part II, to be published in the February 16 issue of this Journal, the author 
points to the need for research under exactly controlled conditions into the rela- 
tive merits of various heating and air conditioning systems and the effect on 
heating costs of highly efficient thermal barriers. 





takes to do a particular job. Each 
engineer seems to follow a cus- 
tomary routine of his own and 
usually errs on the safe side, which 
usually means excesses in boiler 
capacity, factors of safety, break- 
down reserves, automatic controls, 
and refinements that the average 
plant engineer cannot or does not 
keep tuned up. The result is that 
in far too many plants, year after 
year, operating costs of the me- 
chanical plant grossly exceed lim- 
its of economy. 

In designing a 250-bed hospital 
and 160-unit nurses’ home located 
in the Midwest, engineers, looking 
ahead 10 or 15 years, had antici- 
pated future expansion and in- 
stalled at the start 1000 boiler 
horsepower, ample to heat the ul- 
timate 500-bed hospital and nurses’ 
home and a lot of “all outdoors’’. 


Each of the 500 h.p. boilers had 
a capacity of 16,000 lb. of steam 
per hour. For the original build- 
ings, the maximum peak steam 
load required for services and 
heating in zero weather was 10,- 
000 pounds per hour or approxi- 
mately the capacity of a 300 
h.p. boiler. The steam require- 
ments, checked by meter in the 
late afternoon when the outside 
temperature was 5°F. showed a 
boiler load of 230 h.p. Next morn- 
ing, when the laundry, sterilizers, 
kitchen, and hot water loads were 
on, the meter showed a total boiler 
load of 280 h.p. 

In other words, in zero weather 
only 60 per cent of the capacity of 
one boiler was required. For at 
least half the year the daytime 
load was only 12 per cent of the 
rating of one boiler. The load at 
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night and on Sundays and holi- 
days was 400 pounds of steam, 
which would be supplied by a 12 
h.p. boiler. 


MAJOR SAVINGS POSSIBLE 


In my experience there is no 
department of the hospital which 
offers such opportunities for major 
savings as does the mechanical 
plant. If there is waste in the 
boiler room some other depart- 
ment has to be penalized. Once an 
extravagant plant is finished little 
can be done about it. 

I have known committees to 
spend fewer minutes considering 
and approving a set of mechanical 
plans involving the expenditure of 
several hundred thousand dollars, 
which will bulk large in the 
budget for the life of the building, 
than they later spend hours in 
selecting hardware and discussing 
color schemes, 

There are three basic weak- 
nesses in such planning: 

1. The architect recommends a 
consulting engineer, or has one of 
his own, and the plant is designed 
following long accepted practices, 
formulas and calculations that are 
not always checked as to how well 


they have worked in the past. 


2. The average building com- 
mittee, lacking experience in a 
highly technical field, accepts the 
recommendations of its architect 
and engineer. It rarely attempts to 
verify the facts presented, to ques- 
tion the theories, or check on the 
assumptions. Yet in the end it 
pays the bills. 

3. The hospital as an industry 
has never analyzed precise needs 
and formulated definite standards 
and performance specifications for 
the many different elements in its 
mechanical services. 

There are four things basically 
wrong with heating plants: 

1. Too much radiation and too 
many radiators. Heat requirements 
for zero degree temperature needs 
can be roughly estimated at a ra- 
tio of one square foot of radiation 
to 80 cubic feet of space, and half 
that if the building is properly in- 
sulated. In a group of five hospi- 
tals, three located in northeastern 
United States and two in Canada, 
the number of cubic feet of space 
to each square foot of radiation 
provided ranges from 107 to 200. 
All these hospitals have insulated 
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walls and windows. 

There is a revered 18th Century 
tradition which calls for radiation 
under every window. In one hos- 
pital I counted 103 unnecessary 
radiators, including 13 in the 
kitchen and one in the central 
sterilizing room seven feet from 
the autoclaves; in another, 12 ra- 
diators, with five and a unit heater 
in the laundry, three in each op- 
erating and delivery room, and 
two in the kitchen storeroom. Con- 
sidering the cost of hooking up 
and valving each unit, a group of 
rarely used radiators scattered 
around a hospital represents a 
considerable sum of wasted money. 

2. Steam or vapor radiators are 
either too hot or too cold. In my 
experience, neither steam nor va- 
por heat is satisfactory for a hos- 
pital. Circulating hot water in a 
properly zoned closed system is 
simple, easily controlled, comfort- 
able and requires no larger radia- 
tors than does steam. Aside from 
panel heating (to be discussed 
later), hot water is the most 
nearly ideal and most economical 
medium for hospital heating. 

3. Excessive boiler capacity. The 
size of the boilers is based on the 
heating load and steam require- 
ments for hot water supply, laun- 
dry, kitchen, and sterilizers and 
air conditioning. The steam re- 
quirements are a fluctuating part- 
time demand representing at most 
but one-third of the total boiler 
load during the summer months. 

4. Boilers run at one-third or 
less capacity for half the year, 
whereas economical operation is 
with an overload. Boiler manufac- 
turers recommend that for highest 
efficiency and most economical op- 
eration a boiler may be run about 
150 per cent of its rated capacity. 


BOILERS TOO BIG 


Inevitably engineers specify a 
standby boiler sufficient to carry 
the entire load, yet for six months 
of the year little or no heat is re- 
quired and steam consumption is 
approximately 30 per cent of the 
winter load. On the 50 Saturdays, 
Sundays and holidays when the 
laundry is shut down, only approx- 
imately 12 per cent of the steam 
is required. 

The U. S. Public Health Service 
has stated:! 

“If two 100 h.p. boilers were 


used to generate heat and steam 
and provide breakdown service 
for a 100-bed hospital, it would 
be necessary to operate during the 
summer months at less than one- 
third rated capacity. For a hospi- 
tal of this size a 70 h.p. steel hot 
water heating boiler and two 40 
h.p. 125-lb. boilers will under most 
conditions meet all requirements, 
save the cost of 50 boiler horse- 
power, and operate most efficient- 
ly. The first cost of a hot water 
heating boiler is less than that of 
a high-pressure boiler and the 
maintenance charges are less, as it 
will not corrode and requires no 
pumps. As the hot water heating 
boiler can be reconditioned in the 
summer, a breakdown should not 
be anticipated; this contingency 
can be taken care of by operating 
the two steam boilers at 125 per 
cent rated capacity and using a 
hot water converter for the heat- 
ing system.” 

This type of combined low and 
high pressure boiler plant has 
proved successful in a large num- 
ber of hospitals and merits more 
general adoption. 


VENTILATION SYSTEMS WASTEFUL 


Mechanical ventilation has for 
years been another of the big hid- 
den leaks in hospital construction 
and operation budgets. Overven- 
tilation has persisted in varying 
degrees since around the turn of 
the century, when millions of dol- 
lars were wasted in plenum sys- 
tems of ventilation which filled 
excess cubage with a myriad of 
ducts and required some 40 boiler 
horsepower to heat each 10,000 
cfm of induced air. I have seen 
the remains of many of these sys- 
tems in hospitals but never one in 
operation. Many of these old hos- 
pitals, when they found how much 
it cost to operate the big fans and 
how really unnecessary the addi- 
tional ventilation was, shut down 
the fans, but year after year they 
still pay standby charges for elec- 
tricity and overheat the building 
with the added boiler capacity. 

The average hospital needs ef- 
fective exhaust fans only for toilets 
and a few special departments to 
remove steam and odors and to 
keep the air in motion. Given 
plenty of windows, a forced fresh 
air system is rarely if ever justi- 
fied. 
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Some plans call for the intro- 
duction of large amounts of fresh 
air where only exhaust is needed. 
This adds materially to the steam 
load, as it removes large volumes 
of heated air which must be re- 
placed by cold air, which must be 
heated. 


il. HEAT FOR ALL OUTDOORS 


At the same time the budgets of 
the nation’s hospitals are being 
strained paying for too much heat 
and ventilation, another strain is 
felt from the effects of too little 
provision for keeping heat within 
the walls. Specifically, insulation 
and double glazing of tight win- 
dows. 

A few designers have been using 
insulation generally for more than 
25 years. But in most instances, 
where insulation has been neg- 
lected, hospitals are wasting thou- 
sands of dollars each year. While 
the better walls and double-glazed 
windows are more expensive, we 
have found in many hospitals that 
the savings which the engineer can 
make in safely reducing the size 
of the boilers and radiators can 
substantially offset this. Thus, the 
over-all building budget is not in- 
creased, while the annual fuel bill, 
which has been cut in half, yields 
big dividends for the life of the 
hospital. 

Complete insulation cuts costs 
five ways: 

1. It can cut the size of the radi- 
ation in half. 

2. It can cut the size of the heat- 
ing boiler in half. 

3. It can cut the fuel bill in half 
for the life of the building. 

4. It cuts patient and personnel 
discomfort from cold walls and 
windows. 

5. It cuts the fee for the consult- 
ing engineer. 

A sixth advantage of insulation 
is summer comfort. In tests in hos- 
pitals with old and new wings, 
recording thermometers showed 
that the insulated building aver- 
ages 8° cooler than an uninsulated 
structure, and this without air 
conditioning. 


A CANADIAN OPINION 


James Govan, a Toronto archi- 
tect who pioneered with insula- 
tion, has stated: ‘(Canadian own- 
ers and architects should know 
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that there is absolutely no need 
for increased capital expenditure 
to provide increased thermal ca- 
pacity because its cost can and 
should come out of the reduction 
in expenditure for the heating 
plant provided”’. 

According to the Public Health 
Service:2 “Heat requirements at 
zero degree temperature may be 
roughly estimated as 1 square foot 
of radiation to 80 cubic feet of 
space heated for uninsulated build- 
ings. 

“When. the walls are. well insu- 
lated the size of the heating boil- 
ers and radiators can be reduced 
approximately 25 per cent; if, in 
addition, the windows are effec- 
tively double glazed, 50 per cent, 
or approximately 1 square foot of 
radiation to 160 cubic feet of 
space.” 

Insulation of walls and roofs is 
general in small houses, and, to a 
limited extent, double glazing. But 
the acres of walls and hundreds 
of windows in all types of multi- 
story buildings are rarely pro- 
tected against heat loss. 

Somehow, designers and engi- 
neers of hospitals, schools, and 
multiple housing projects do not 
realize that they can reduce heat- 
ing and operating costs for the life 
of the building at no extra orig- 
inal construction cost (the cost of 
insulation and double glazing can 
be absorbed by the reduced boiler 
plant and radiation). 


FIGURES PROVE SAVINGS 


Some 20 years ago I was con- 
sultant on the Washington County 


Hospital at Hagerstown, Md. I 
recommended the adoption of in- 
sulation, having discovered its 
values in an earlier Canadian 
project. The building committee 
approved and we put up the first 
multistory building of any type in 
the country that was completely 
insulated and double glazed. The 
engineer reduced his hot water 
radiation by half, using 1 square 
foot of radiation to every 160 cubic 
feet of space to be heated, instead 
of his usual 1-to-80 ratio without 
insulation. The builder, after care- 
ful cost analyses, reported that the 
savings in the heating plant offset 
the extra cost of the better walls 
and windows. 

Ever since then I have urged 
the use of insulation on all hospi- 


tal projects. I have run into two 
obstacles: the skepticism of the 
architects and engineers and, when 
insulation was adopted, the almost 
inevitable tendency to overdesign 
the heating plant. 


12 HOSPITALS STUDIED 


A recently published study® of 
mechanical engineering patterns in 
hospitals presented data on 12 hos- 
pitals, only four of which ap- 
proached the formula of 1 square 
foot of radiation to 160 cubic feet 
of space for a zero degrees design 
temperature. The eight others, four 
of them in Canada, show ratios 
ranging from 1-to-113 to 1-to-43, 
the latter in a building excessively 
ventilated and designed for future 
air conditioning. Each of the eight 
buildings is overheated and wastes 
large amounts of fuel. In the four 
conservatively engineered hospi- 
tals, the capital cost thesis held 
good: there was no increase in the 
over-all building budget. The econ- 
omies of operation in: the insu- 
lated and heated 
buildings are significant. 

Data are available for mechani- 
cal plant operation of 20 large 
hospitals, as presented by Mc- 
Nichol Roswell and Co., auditors 
for 62 hospitals. The average cost 
was $1.10 per patient day. Five of 
the 20, uninsulated, range from 
$1.37 to $1.82 per patient day; our 
eight insulated hospitals, four in 
Canada, show a spread from $.65 
to $1.19 per patient day. The ex- 
cessively ventilated hospital men- 
tioned just above spent $2.06. In 
Canada at the time of the tabula- 
tion, fuel oil cost $.106 against $.06 
in the United States. A Glens 
Falls, N.Y., hospital, which had 
the lowest figure, $.65 per patient 
day, was well insulated but not 
double glazed. A highly efficient 
and flexible three-unit boiler plant 
contributed to the economy. 

Savings of $900,000 a 
equivalent to 4 per cent interest 
on an endowment of $22.5 mil- 
lion, would have resulted if all 
20 hospitals had been built to op- 
erate as economically as the Glens 
Falls plant. a 

(To be concluded) 
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Why chefs who know soups buy Heinz! 


Hitt Heinz Soups are better tasting! All 
are made from choice ingredients . . . pre- 
pared, seasoned and cooked under the supervision 
of master chefs. You can serve Heinz Soups with 
confidence because the flavor’s uniformly ‘“‘fine’’. 


e@ Heinz Soups cut kitchen waste! You eliminate 
needless preparation costs . . . almost anyone can 
prepare a day’s supply of Heinz Soups in minutes. 
You have absolute portion-cost control. There’s no 
waste from leftovers or spoilage, either. 


HEINZ @ 


a 


e Big Heinz line gives menu flexibility! With 21 Heinz 
Soups to choose from, you add variety to your 
menu, offer customers a wider soup selection. For 
meatless days alone, there are six tempting kinds. 
And now you can feature the five new Heinz Soups: 
Minestrone, Chicken Gumbo, Chicken Vegetable, 
Vegetable Beef and Turkey Noodle. 


e@ Heinz 51-0z. Chef-Size Soups are condensed to 
give you twice as much. Ask your salesman to show 
you how little it costs to serve the very best. 


Cream of Tomato e Vegetable e Beef 
Chicken Noodle e Chicken Vegetable 
Vegetarian Vegetable e Beef Noodle 
Cream of Chicken e Chicken Gumbo 


CONDENSED Cream of Mushroom e Chicken Rice 


CREAM OF 


TOMATO 


CHEF-SIZE 


SOUPS 


You Know It’s Good Because It’s Heinz! 


Genuine Turtle e Vegetable Beef 
Split Pea e Consommé e Minestrone 
Cream of Pea e Bean e Turkey Noodle 
Clam Chowder e Cream of Celery 
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NHE ANCIENT art of drying fruit 
has come down through the 
ages—with variations. Dehydra- 
tion with temperature and humid- 
ity controls has almost entirely dis- 
placed sun drying in the case of 
prunes. As a result, the fruit has 
a more natural flavor and is more 
uniform. 

To many, ‘dried fruit” means 
prunes and raisins, and while these 
fruits are by far the largest crop, 
the dietitian knows the importance 
of dried apricots, peaches, pears, 
figs and apples in the diet. 

The intense flavor of dried fruits 
doesn’t just happen. The fine flavor 
dominates because the fruit is har- 
vested when it is fully ripe. Prunes, 
for example, are never picked. 
They are harvested only after they 
fall to the ground from their own 
weight. Not only flavor but fruit 
sugar is fully developed during 
this long ripening period. Fruit 
sugar increases as much as 30 per 
cent, as shown in Table 1, below. 

The best method of cooking dried 
fruits is quick and simple. Rinse 
fruit, cover with water and cook 
until tender. Newer processing 
methods have long since outdated 
the time-consuming soaking rou- 
tine. Cooked fruits are more plump 
and cooking liquid has much more 
flavor when the fruits are allowed 
to stand in their liquid for several 
hours. 

With the exception of dried figs, 
sweeten cooked fruit during the 
last minutes of cooking. Sweeten 
figs about 15 minutes before the 
end of cooking time. 

Dried fruits, moreover, are 
adaptable to many uses on hospi- 


GOLDEN GATE 
BAKED FIGS 


DRIED FRUIT CAN 
WHET APPETITES 


by adding variety and flavor interest 


by ILMA LUCAS DOLAN 


tal menus. As a breakfast fruit, as 
a meat accompaniment, as an in- 
gredient in sandwich fillings, salads, 
stuffings, pies, cakes, puddings, 
yeast breads, quick bread, rolls, 
coffee cakes, cookies, cookie bars, 
and frozen desserts, dried fruits 
give interesting and palatable vari- 
ety to hospital meals. 

Prunes atop ready-to-eat or 
cooked cereal, and raisins cooked 
in cereal provide a new look and 
a different taste. Stewed prunes or 
baked figs accented with stick cin- 
namon or paper-thin slices of lemon 
or orange are exceptionally deli- 
cious. Here is the recipe for 24 
servings of Golden Gate baked figs: 


GOLDEN GATE BAKED FIGS 
(24 servings) 
Ibs. dried figs 


3 pts. water 
3 


sticks cinnamon 
1 small lemon, thinly sliced 
14 tsp. salt 
11% ¢. sugar 


Table |—Comparison of Sugar Content of Dried and Fresh Fruit 


Per Cent Sugar 
in Dried Fruit 


FRUIT 
Apples 54 
Apricots 46 
Figs 56 
Peaches 43 
Pears 39 


Prunes aa 
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Per Cent Sugar 
in Fresh Fruit 


W 

10 

16 

a 

ye 

13 

15 (grapes) 


1. Clip from figs. Place 
figs, water, cinnamon, lemon slices 
and salt in shallow baking pan and 
let stand 4 or 5 hours or overnight. 

2. Add sugar, cover and bake in 
a moderate oven (350° F.) for 45 
to 50 minutes or until plump and 
syrup is thickened. 

3. Serve figs warm or cold; plain 
or topped with table or sour cream. 


stems 


SALAD, DESSERT RECIPES 


Dried fruit in salads, or com- 
bined with seasonal fresh fruit, can 
make salad enthusiasts out of the 
most reluctant patients. One good 
example is raisin apple slaw. Here 


is the recipe: 


RAISIN APPLE SLAW 
(24 servings) 
114 e. mayonnaise 
1% ¢. sour cream, commercial 
1s ¢«. vinegar 
Salt to taste 
2 tsp. mustard (optional) 
1 c«. grated American cheese 
(optional) 

2-3 ¢. raisins, light or dark 

3 qts. cabbage, shredded 

3 or 4 large apples, unpeeled 

(sliced or diced) 

1. Combine mayonnaise, sour 
cream, vinegar, salt, mustard and 
cheese. 

2. Rinse and drain raisins; toss 
with cabbage and apple slices un- 
til distributed. 

3. Add dressing and toss lightly 

Ilma Lucas Dolan is dietitian for the 


California Dried Fruit Research Institute, 
San Francisco 
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RAISIN APPLE SLAW 


to mix. 

Dried fruits have a place on the 
hospital dessert menu, too. We can- 
not forget the old-time favorite, 
raisin rice custard. Here is the rec- 
ipe for 24 servings: 

RAISIN RICE CUSTARD 
(24 servings) 
1% ec. raisins, light or dark 
2% ats. milk 

10 eggs 

1% ec. sugar 

1 tsp. salt 

2 tsp. vanilla 
1% qts. rice, cooked 

1. Rinse and drain raisins. 

2. Scald milk. 

3. Beat eggs with sugar, salt and 
vanilla. 

4. Stir in rice, raisins and milk. 
Turn into shallow baking pan and 
set in pan of hot water. 

5. Bake in moderate oven (350° 
F.) 1 hour, or until set. 

No upside-down cake tastes bet- 
ter or looks more attractive than a 
prune and dried apricot duo. Raisin 
faces in sugar cookies make a hit 
on the children’s ward, as does 
dried fruit served as it comes from 
the package—clean, easily served, 
delicious and nutritious. Children 
love the chewy texture. 

Strips of partially cooked dried 
apricots and pears rolled in sugar 
make a quick and easy candy for 
holiday trays that’s different and 
not too sweet. 

Spiced dried fruit—figs, peaches, 
pears, apricots dress up salad and 
sandwich plates; give an added 
touch of glory. They may also add 
zest and eating pleasure to any en- 
tree. One good example is cider 
spiced prunes with fried chicken. 
Here is the recipe. 

CIDER SPICED PRUNES 
(2 qts.) 
1% Ibs. prunes 
1 qt. apple cider 
1 pt. burgundy wine 
24 ¢«. brown sugar (packed) 
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RAISIN RICE CUSTARD 


4 cinnamon sticks (3-inch) 

2 tsp. whole cloves 

1% tsp. salt 

1. Rinse prunes. Combine with 
all remaining ingredients. Cover, 
bring to boil and simmer for 20 to 


ee 


CIDER SPICED PRUNES 


30 minutes. 

2. Remove from heat and let 
stand until cool. 

3. Serve as garnish with meat 
or poultry; or as a not-too-sweet 
dessert. bd 
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Dessert, entree recipes featured in menus 


Recipes for two dessert items and fish entree that are favorites with 
patients at Mountainside Hospital, Montclair, N.J., are presented here 
through the courtesy of Mrs. Elizabeth C. Downes, director of the hos- 
pital’s dietary department. Mrs. Downes has featured these items in 
her spring cycle menu beginning on p. 74 of this issue. 


Here are the recipes: 


SHRIMP CREOLE 
(50 scant servings) 
+ tomatoes, canned 
. salt 
- green peppers, chopped 
- onions, chopped 
. celery, chopped 
6 tsp. mixed spices 
1 % tsp. pepper 
3% oz. oil 
4% lbs. shrimp 


1. Combine all ingredients, ex- 
cept shrimp, and braise in the oil 
until vegetables are tender. 

2. Add shrimp and heat through. 

3. Serve on steamed rice. 

4. Yield is 1% gal. or 50, % c. 
servings. 


LEMON MERINGUE PUDDING 
(50 servings, 4 oz. each) 
10 oz. butter or margarine 
10 oz. flour, pastry 
3 % Ibs. sugar 
11% tsp. salt 
Ib. egg yolks 
14 Ibs. lemon juice 


Ibs. milk 


1 
1 
2 2% oz. lemon rind 
4 
6 lbs. egg whites 


1. Cream the butter or marga- 
rine thoroughly. 

2. Mix the flour, sugar and salt 
together. Add to the creamed mix- 
ture and mix until creamy. 

3. Beat the egg yolks well. Add. 





Blend thoroughly. 

4. Add lemon juice, rind and 
milk, Mix. 

5. Beat the egg whites until stiff 
(not dry) and fold into the batter. 

6. Raw yield is 12%4 lbs. Scale 
814 lbs. into greased pan (11 by 19 
by 2%) and 4% lbs. into greased 
pan (8% by 15 by 2%). 

7. Bake at 350° F. for approxi- 
mately 30 minutes. This pudding 
bakes quickly. 

8. Yield is 12% lbs. Cut contents 
of large pan into 32 pieces, and 
of small pan into 18 pieces. 

9. Approximate size of serving 
is 2% by 234 by 1 inch. 

10. Chill and serve with whipped 
cream. 


CORNFLAKE MACAROONS 
(50 cookies, 3 inch) 
. butter 
. brown sugar 
. white sugar 
oz. eggs 
» oz. nuts (pecans) 
3 oz. shredded cocoanut 
oz. cornflakes 


1. Cream butter and 
thoroughly. 

2. Beat in eggs. Stir in nuts, 
cocoanut and cornflakes. 

3. Yield will be 2 lbs. batter 
or 50 cookies (2/3 oz.). 

4. Using a tablespoon, drop bat- 
ter onto sheets lined with waxed 


sugars 
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and 100 at night. By using a mul- 
tiple of 50, larger hospitals can 
easily compute market orders. 
Another feature of this 
menu service is a standard store- 
room inventory—a list of supplies 
that a 50-bed hospital should have 
on hand at the beginning of each 
21-day cycle. The list includes 
farinaceous products, 


paper and bake in a moderate oven 


Store in a closed container if kept 
at 350° F. for 10 minutes. Note: s 


more than a day. 


cycle 





Spring Cycle Menu 
for the East 





cereals and 
and canned, dried, preserved and 
pickled The inventory is 
available on _ request the 
American Hospital Association, 
840 North Lake Shore Drive, Chi- 
cago 11, Ill. 





items. 
partly prepared items. Amounts from 
are computed on the basis of serv- 
ing 100 patient and _ personnel 
meals at breakfast, 125 at 


, ios 21-DAyY selective spring cy- 
cle menu and market orders 
for perishables on pages 74-76 are 
designed for hospitals in eastern 
United States. These menus, for 
use in March, April, and May, fea- 
ture foods popular in the East, 
including many entrees. 

Menus in this issue are the third 
in a four-part series of spring cy- 
cle menus. Spring cycle menus for 
Midwest hospitals appeared on 
pages 70, 72 and 73 of the January 
1 issue of this Journal. The South- 
Southwest spring menus were in 
the January 16 issue. North-North- 
west menus will appear February New, improved, portable beverage 
16. containers with built-in hot shelf 
add even more flexibility to the 
Meals-on-Wheels System. The new 
Model MR-20BA features a coffee- 
maker-type beverage container 


noon 





Menus in this issue feature a 
choice of entree, vegetable, salad 
and dessert for the noon and night 
meals. Two cereals and two fruits 


are offered on breakfast menus. 
Since one of the choices offered 
is suitable for modified diets, these 





The winter cycle menus, published 
in the October and November 1958 
issues of this Journal, are for 
during February. The Midwest 
South-Southwest cycle menus appeared 
in the October 1 and 16 issues, re- 
spectively. The November 1 and 16 
issues featured cycle menus for the 
East North-Northwest, 


tively, 


use 
and 


and respec- 





menus can be used for both nor- 
mal and modified diets. The letter 
(F) following certain items desig- 
nates their suitability for full or 
normal diets; foods acceptable on 
soft and other modified diets are 
labeled (S). The letters (FS) 
mean the item can be used on 
both full and soft diets. 

The market order accompanying 
each week’s menu lists the meats, 
seafood, poultry and fresh and 
frozen fruits and vegetables needed 
in producing the menu for a 50- 
bed hospital. The order includes 
precut meats, roasts and seafoods, 
eviscerated poultry, and other 
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which may be fully immersed in 
your dishwasher. Each 6.3 quart 
container, when filled, is more than 
adequate for the number of pa- 
tients served. Containers maintain 
proper temperature for hot or cold 
beverages to your patients’ bed- 
side. Best of all, these light- 
weight containers may be easily 
and safely filled away from the 
Meals-on-Wheels unit. 


eals-on-Wheels System 


. B-6, 5001 E. 59th St., Kansas City 30, Mo. 
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Now yow need, only. ONE | 


RRAFTS 
now FLAVORIZER 


to pevitaline, flavor rn the foods 4yOuw Ave, 


Cooks and chefs in a great variety of food 
service operations have already been using 
Kraft’s FLAVORIZER for a number of 


months. They have found it will restore in 
fresh, frozen or canned foods the original fresh 
taste that is unavoidably lost in processing, 
shipping, and storage. 

FLAVORIZER is a unique blend of nature’s 
own flavor elements. As such, it activates not 
only proteins, like monosodium glutamate 
does, but four additional flavor components 
as well: natural salts, oils, resins, and sugars. 

Because of this extraordinary 5-way action, 


FLAVORIZER brings out the lively, natural 
flavors in meats, fish, poultry, eggs, cheese, 
vegetables, sauces, gravies, soups, and appe- 
tizers. Even reheated roasts and stews re- 
cover rich, hearty aroma when simmered in 
FLAVORIZER broth. 

Try FLAVORIZER in your dishes. It acts up- 
on more facets of food flavor. It will therefore 
revive and sustain natural flavor at its fullest. 
This tastable difference in food quality means 
more satisfied patrons and greater volume for 
you. For a demonstration in your kitchen 
for free recipes, see your Kraft man soon. 


KRAFT FOODS 





most effective 
flavoring agent 


on the market 


& 
Monosodium | *-« 


KRAFT | 1] ' glutamate j A 


ad | | ee 


"Havorizet: 


\ MODERN MAGIC 
» FOOD SEASONING 


AN wee 
Froces 











Ist WEEK EAST SPRING SELECTIVE CYCLE MENU 
(MENUS TO BE USED DURING MARCH, APRIL AND MAY) 


—prepared by Mrs. Elizabeth C. Downes, director, dietary 
department, Mountainside Hospital, Montclair, N.J. 





breakfast | 


or Orange Juice 
Whole Wheat Cereal 

or Puffed Rice Cereal 
French Toast with 

Syrup 


Stewed Prunes 
| 


monday 


Orange Halves 

or Apple Juice 
Farina 

or Bran Flake Cereal 
Raisin Toast 
Bacon 


tuesday 


Banana 
or Blended Fruit 
Juice 
Wheat Farina 
or High Protein 
Cereal 


Vegetable Juice 

Chicken Fricassee (FS) or Smoked Tongue with Raisin Sauce 

Mashed Potato (FS) 

Green Beans (FS) or Brussels Sprouts 

Pear and Currant Jelly Salad or Head Lettuce Salad—-French Dressing 
Gingerbread with Whipped Cream or Applesauce (FS) 


Consomme with Rice 
Grilled Bacon —_— Omelet or Broiled Loin of Lamb Chop (FS) 
Duchess Potato (FS) 

Mixed Garden Vegetables or Glazed Carrots (FS) 

Chef Salad—French Dressing or Pineapple and Cherry Salad 

Butter Almond Ice Cream (F) or Lemon Gelatin with Whipped Cream (S) 


Pineapple-Apricot Juice 
Veal Chop or Broiled Fillet of Haddock—Lemon Slice (FS) 
Parsley Potato 
Buttered Peas (FS) or Stewed Tomato 
Tossed Salad—French Dressing or Assorted Relishes 
Vanilla Ice Cream with Butterscotch Sauce (FS) 

or Peach Half in Syrup 


Scotch Barley Soup 

Beef Pattie with Mushroom Gravy (FS) or Cheese Souffle-—Jelly 

Baked Potato (FS) 

Sliced Beets or Buttered Wax Beans (FS) 

Cabbage and Green Pepper Salad or Grapefruit, Banana and Nut Salad 
Chocolate Pie with Whipped Cream (F) or Orange Sherbet (S) 


Cream of Mushroom Soup 

Roast Loin of Pork with Gravy or Broiled Halibut 
Baked Potato (FS) 

Buttered Spinach or Fresh Sliced Carrots (FS) 
Molded Fruit Salad or Celery-Pimiento Cheese Salad 
Baked Custard (FS) or Pineapple Sherbet 


Tomato Juice 

Tunafish Salad Plate or Roast Beef with Gravy (FS) 

Lyonnaise Potato (F) 

Asparagus Tips (FS) or Baby Lima Beans 

Apricot and Cocoanut Salad or Head Lettuce—French Dressing 
Sugar Cookies (FS) or Bing Cherries in Syrup 


Lemon Slice (FS) 


Soft Cooked Egg 
Soft Roll 


Applesauce 

or Grapefruit Juice 
Oatmeal 

or Cornflakes 
Broiled Ham 
Hard Roll 


thursday | wednesday 


| 





Stewed Apricots 
or Orange Juice 
Whole Wheat Cereal 
or Puffed Wheat 
Cereal 
Soft Cooked Egg 
Blueberry Muffin 


friday 


Half Grapefruit 
or Prune Juice 
Farina 
or Shredded Wheat 
Cereal 
Scrambled Egg 
Cinnamon Toast 


saturday 


Orange Haives 
or Apricot Juice 
Wheat Farina 


Grilled Bacon 
Kuchen Bread 


sunday 


(F)—Full Diet 


Brisket Corned 
Ground Beef 

Liver 

Roast, Sirloin (B.R.T.) 
Round (Bottom) 
Steaks, Minute 


Tongue 


Chops, Loin 


Ground, Shoulder 
Leg (B.R.T.) 


Bacon (Sliced) 
Ham, (Pullman) 
Loin (Boneless) 


Chops, Shoulder 
Cutlets 


Ist week market order for perishables (per 50 beds) 


Haddock 





or Puffed Rice Cereal 


(S)—Soft Diet 


Vegetable Soup 





Eggs a la King on Toast (FS) or Veal Cutlet—Catsup 
Whipped Potato (FS) 
Green Beans (FS) or Kernel Corn 


Orange and Date Salad or Cole Slaw 


Lemon Meringue Pudding (FS) or Coffee Ice Cream 


Manhattan Clam Chowder 
Sea Food Au Gratin or Broiled Lamb Pattie (FS) 


Buttered Rice (FS) 


Mixed Garden Vegetables or Buttered Beets (FS) 
Chef Salad—French Dressing or Pear and Cottage Cheese Salad 


Vanilla Pudding with Toasted Cocoanut 
or Chocolate Ice Cream with Marshmallow Sauce (FS) 


Fruit Juice Cocktail 


Broiled Minute Steak (FS) or Macaroni and Cheese 


Baked Potato 


Stewed Tomato or Buttered Peas (FS) 


Hearts of Lettuce—French Dressing or Orange and Nut Salad 
Fruit Gelatin—Whipped Cream (S) or Apple Crisp with Cream (F) 


Consomme with Noodles 


Roast Chicken with Gravy (FS) or Baked Ham 


Mashed Sweet Potatoes (FS) 


BEEF 
U. S. Good 
U. S. Good, 5 Ib. pkg 
Steer, sliced 
U. S. Choice 
U. S. Standard 


U. S. Choice 
4 oz. each 


No. 1 


LAMB 
U. S. Choice, 
6 oz. each 
U. S. Good 
U. S. Choice, yearling 


PORK 
24-26-1 Ib 
Ready-to-eat 
Grade A, 10-12 Ibs. 


VEAL 
U. S. Good, 5 oz. each 
U. S. Good, 4 02. each 


FISH 
Fillets, skinless 


7 Ibs. 


20 Ibs. 
5 Ibs. 
27 Ibs 
7 Ibs. 


35 Ibs. 
7 Ibs 


30 Ibs 
20 Ibs. 
20 Ibs. 


12 Ibs 
30 Ibs 
7 Ibs. 


7 Ibs. 
10 Ibs. 


15 Ibs. 


(FS) —FullZand Soft Diet 


Item, Specifications, Amounts & No. of Servings 


20 


20 


| 


Brussels Sprouts or Buttered Wax Beans (FS) 
Romaine—Chiffonade Dressing or Grapefruit and Avocado Salad 
Vanilla Ice Cream or Cream Tapioca Pudding (FS) 


Grape Juice 


Roast Turkey with Giblet Gravy (FS) or Broiled Liver and Bacon 
Creamed Potato (FS) 


Broccoli 


Lemon Sauce or Buttered Peas (FS) 


Cranberry Relish or Heart of Lettuce-—Russian Dressing 
Frosted Cupcake (FS) or Purple Plums in Syrup 


Pineapple-Grapefruit Juice 


Pot Roast of Beef with Gravy or Broiled Salmon Steak— Lemon Slice (FS) 


Mashed Potato (FS) 
Buttered Lima Beans or Spinach (FS) 


Split Pea Soup 


Tomato Aspic Salad or Waldorf Salad 
Spice Cake (F) or Peach Half in Syrup (S) 


Roast Leg of Lamb with Gravy (FS) or Corned Brisket of Beef 


Parsley Potato 


Buttered Cabbage or String Beans (FS) 


Vegetable Juice 


Pineapple and Raisin Salad or Assorted Relishes 
Lemon Meringue Pie or Neopolitan Ice Cream (FS) 


Broiled Sweetbreads and Mushrooms 
or Cubed Steak with Natural Gravy (FS) 
Baked Potato (FS) 


Fresh Sliced Carrots or Asparagus Tips (FS) 
Cottage Cheese and Green Pepper Salad 


or Mixed Fruit Salad—Whipped Cream Dressing 
Brownies or Pear Halves in Syrup (FS) 


Bread, butter and a choice of beverages are to be included with each meal. 


Item, Specifications, Amounts & No. of Servings 


Halibut 
Salmon 


Fowl (Eviscerated) 


Steaks, 5 0z. each 18 Ibs. 


Red, steaks, 


5 oz. each 18 Ibs. 


POULTRY 
Grade A, 5 Ib. av 


Turkeys (Eviscerated) Grade A, 20-24 Ib. av 


Fryers (Eviscerated) 


Apples 
Avocado 
Bananas 
Cranberries 
Grapefruit 
Lemons 
Oranges 


Cabbage 
Carrots 
Celery 
Cucumbers 
Lettuce 
Onions, Dry 


Grade A, 2% Ib. av 


FRESH FRUITS 
Jonathan, 113s 
Ripe 
Ripe 
1 Ib. bag 
Seedless, 70s 


176s 


FRESH VEGETABLES 


Bag 50 Ibs 
Topped, bag 50 Ibs. 
White 6 stalks 
1 doz 
1 crate 
50 Ibs. 


Head, 48s 
Yellow, bag 


Item, Specifications, Amounts & No. of Servings 


Onions, Green 


| Parsley 


Peppers, Green 
Potatoes, Sweet 
Potatoes, White 
Radishes 
Romaine 


Apples 


Orange Juice 


Bunch 
Bunch 


Hamper 
Bag No. 1 
Bunch 


FROZEN FRUITS 
Sliced, 8 Ib. can, 
5-1 sugar 
Con., 32 oz. can 


FROZEN VEGETABLES 


Asparagus 
Beans, Green 
Beans, Lima 


Beans, Wax 
Broccoli 


Brussels Sprouts 
Peas 
Spinach 


Vegetables, Mixed 


Spears, 2% Ib. pkg 
Cuts, 2% Ib. pkg. 
Small, green, 

2% Ib. pkg 
Cuts, 3% Ib. pkg. 
Stems and buds 

2% Ib. pkg 
2% Ib. pkg 
2% Ib. pkg. 
Chopped, 

2% Ib. pkg. 
2% Ib. pkg. 


1 doz. 
1 doz. 


1% doz. 


50 Ibs. 


400 Ibs. 


1 doz 
6 heads 


25 Ibs. 
35 Ibs. 


5 Ibs. 
30 Ibs. 


2% Ibs. 
5 Ibs. 
35 Ibs 


12% Ibs 


5 Ibs 
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2nd WEEK EAST SPRING SELECTIVE CYCLE MENU 


(MENUS TO BE USED DURING MARCH, APRIL AND MAY) 


—prepared by Mrs. Elizabeth C. Downes, director, dietary 


department, Mountainside Hospital, Montclair, N.J. 





thursday _ wednesday | tuesday | monday | 


| saturday — 


sunday 





2nd week market order for perishables (per 50 beds) 


(F)—Full Diet 


| Tongue 


Ground, Shoulder 
| Leg (B.R.T.) 


| 
Chops, Shoulder 


breakfast | 


Stewed Prunes 

or Blended Juice 
Oatmeal 

or Bran Flake Cereal 
Soft Cooked Egg 


Banana 
or Grapefruit Juice 
Whole Wheat Cereal 
or Corn Flakes 
Scrambled Egg 
Raisin Toast 


Half Grapefruit 
or Apple Juice 
Farina 
or Shredded Wheat 
| 


erea 
Poached Egg on Toast 


Stewed Apricots 

or Orange Juice 
Oatmeal 

or Ready-to-Eat 

Malt Flake Cereal 

Soft Cooked Egg 

Bacon 
Hard Roll 


Orange Halves 
or Pineapple Juice 
Wheat Farina 


or Puffed Rice Cereal | 


Scrambled Egg 
Soft Roll 


Stewed Prunes 
or Grapefruit Juice 
Whole Wheat Cereal 
or Cornflakes 
Poached Egg 


Banana 

or Apricot Juice 
Farina 

or Bran Flake Cereal 
Scrambled Egg--Bacon 
Kuchen Bread 


Item, Specifications, Amounts & No. of Servings 


Steaks, Cubed 


Steak, Swiss 


Stew 


Bacon (Sliced) 
Chops, Loin 
Ham, (Pullman) 
Loin (Boneless) 


Leg (B.R.T.) 


Bluefish 
Haddock 
Mackerel 
Scallops 


(S)}—Soft Diet 


BEEF 
Roast, Sirloin (B.R.T.) U. S. Choice 


U. S. Choice, 
4 0z. each 


U. S. Good, 4 0z. each 
No. 1 


LAMB 
U. S. Good 
U. S. Choice, yearling 
U. S. Good 


PORK 
24-26-1 Ib. 
Grade A, 4 oz. each 
Ready-to-eat 
Grade A, 10-12 Ibs 


VEAL 
U. S. Good, 5 02. each 
U. S. Good 

FISH 


Fillets, skinless 


Chicken-Noodle Soup 


Welsh Rarebit on Toast (FS) or Swiss Steak with Gravy 
Oven-Browned Potato 

Buttered Broccoli or Julienne Green Beans (FS) 

Head Lettuce Salad—French Dressing or Spiced Beet Salad 
Peeled Apricot Halves in Syrup (FS) or Cherry Vanilla Ice Cream 


Consomme Julienne 
Smoked Tongue with Raisin Sauce 
or Hot Roast Beef Sandwich with Gravy (FS) 
Steamed Sweet Potato (FS) 
Buttered Cauliflower or Asparagus Tips (FS) 
Peach and Prune Salad or Tossed Salad—French Dressing 
Chocolate Pudding with Whipped Cream (FS) or Fruit Cup 


Cream of Tomato Soup 

Sautéd Chicken Livers with Mushrooms or Broiled Fillet of Haddock (FS) 
Parsley Potato (FS) 

Mixed Garden Vegetables or Spinach (FS) 

Asparagus and Pimiento Salad or Orange and Watercress Salad 

Old Fashioned Bread Pudding (FS) or Lemon Sherbet 


Cranberry Juice Cocktail 


Turkey Pie or Cubed Steak with Natural Gravy (FS) 

Buttered Rice (FS) 

Sliced Beets or Buttered Wax Beans (FS) 

Head Lettuce Salad—French Dressing or Pear and Cherry Salad 
Vanilla ice Cream with Raspberry Sauce or Floating Island (FS) 


Boston Clam Chowder (F) 

Shrimp Creole or Roast Leg of Veal with Gravy (FS) 

Baked Potato (FS) 

Asparagus Tips (FS) or Baby Lima Beans 

Cottage Cheese and Pimiento Salad or Banana and Nut Salad 
Cherry Pie or Raspberry Gelatin (FS) 


Tomato Juice 

Broiled Minute Steak (FS) or Cheese Omelet 

Parsley Potato 

Buttered Beets or Green Beans (FS) 

Head Lettuce Salad—French Dressing or Jellied Fruit Salad 
Orange Sherbet (FS) or Devils Food Cake 


Cream of Pea Soup 

Roast Beef with Gravy (FS) or Roast Loin of Pork with Gravy 
Buttered Noodles (FS) 

Buttered Broccoli or Wax Beans (FS) 

Chef Salad—French Dressing or Stuffed Celery 

Pineapple Sundae or Lemon Meringue Pudding (FS) 


FS)—Full and Soft Diet 


Item, Specifications, Amounts & No. 


26-28-1 Ib 





Shrimp 


ies POULTRY 


Fowl (Eviscerated) Grade A, 5 Ib. av 
Turkeys (Eviscerated) Grade A, 20-24 Ib. av 
Livers, Chicken 1 Ib. pkg 


40 Ibs. 
10 Ibs 
15 Ibs. 


FRESH FRUITS 
Jonathan, 113s 
Ripe 
1 Ib. bag 
Seedless, 70s 


15 Ibs. 
20 Ibs. 
5 Ibs. 


| Apples 
Bananas 
Cranberries 
Grapefruit 
Lemons 


Ibs. 
phen Oranges 


5 Ibs 
7 Ibs 
15 Ibs 


176s 


FRESH VEGETABLES 
Topped, bag 
White 


Carrots 

Celery 
Cucumbers 
Lettuce 

Onions, Dry 
Onions, Green 
Onions, White 
Parsley 
Potatoes, Sweet 
Potatoes, White 


7 Ibs 


50 Ibs. Head, 48s 


Yellow, bag 
Bunch 
Boilers 
Bunch 
Hamper 
Bag No. 1 


15 tbs. 
20 Ibs. 
5 Ibs 
3 qts 


1 doz. stalks 


night 


Cream of Celery Soup 
Lamb Stew with Dumpling or Roast Leg of Veal with Gravy (FS) 
Buttered Rice (FS) 
Grilled Tomato or Buttered Peas (FS) 
Pear and Mint Jelly Salad or Watercress Salad 
Butterscotch Pudding with Whipped Cream (FS) 
or Pineapple Upside-down Cake 


Cream of Mushroom Soup 
Baked Mackerel—Sliced Lemon 

or Roast Turkey with Giblet Gravy (FS 
Whipped Potato (FS) 
Baby Lima Beans or Buttered Carrots (FS) 
Molded Cranberry Salad or Head Lettuce Salad 
Coffee Ice Cream (FS) or Apple Pie 


Russian Dressing 


Fruit Juice Cocktail 

Roast Beef with Gravy (FS) or Broiled Scallops with Tartar Sauce 
Mashed Potato (FS) 

Stewed Corn or Julienne Green Beans (FS) 

Chef Salad-—French Dressing or Assorted Relishes 

Cheese Cake or Peach Halves in Syrup (FS) 


Vegetable Soup 

Pork Chop or Roast Leg of Lamb with Gravy (FS) 
Oven Browned Potato (FS) 

Baked Acorn Squash (FS) or Buttered Peas 

Cole Slaw or Lime and Fruit Salad 

Cocoanut Cake or Applesauce (FS) 


Grape Juice 

Chicken Fricassee (FS) or Baked Bluefish with Lemon Butter 
Whipped Potato (FS) 

Brussels Sprouts or Fresh Sliced Carrots (FS) 

Tossed Salad—French Dressing or Waldorf Salad 

Apricot Whip (FS) or Vanilla Ice Cream with Chocolate Sauce 


Scotch Barley Soup 

Baked Ham or Broiled Lamb Pattie (FS) 

Mashed Sweet Potato (FS) 

Boiled Onions and Peas or Spinach (FS) 

Chopped Carrot and Egg Salad or Romaine Salad with Russian Dressing 
Tapioca Pudding with Fruit Sauce (FS) or Royal Anne Cherries in Syrup 


Chilled Blended Juice 

Creamed Turkey (FS) or Veal Chop 

Baked Potato (FS) 

Asparagus Tips (FS) or Mixed Garden Vegetables 
Tomato and Lettuce Salad or Peach and Raisin Salad 
Cornflake Macaroons or Baked Apple (FS) 


Bread, butter and a choice of beverages are to be included with each meal 


of Servings Item, Specifications, Amounts & No. of Servings 


1 doz 

6 heads 
30 Ibs 
Repacked (5 x 6) 1 lug (30 Ibs.) 
Bunch 1% doz 


Radishes Bunch 
Romaine 
Squash, Acorn 
Tomatoes 


Watercress 


5 Ibs. 


60 Ibs 
85 Ibs 
8 Ibs 
FROZEN FRUITS 
Sliced, 8 Ib. can 
5-1 sugar 
5-1 sugar, pitted 
8 Ib. can 
Con., 32 oz. can 


Apples 
2 boxes 
40 Ibs 
3 Ibs. 
1 box 
1 doz 
i box 


Cherries 


Orange Juice 6 cans 


FROZEN VEGETABLES 
Spears, 2% Ib. pkg 
Cuts, 24% Ib. pkg 
Julienne, 24% Ib. pkg 
Small, green 

2% Ib. pkg 
Cuts, 2% Ib. pkg 
Stems and buds 

2% Ib. pkg 
2% Ib. pkg 
Buds, 2% It 
2% Ib. pkg 
Chopped, 2% Ib. pkg 
2% Ib. pkg 


40 Ibs. 240 
15 Ibs. 90 
25 Ibs. 150 


Asparagus 
Beans, Green 
Beans, Greer 


bh 
30 ie. Beans, Lima 


5 Ibs. 30 
1 doz. 30 Ibs. 180 
1 crate 
50 Ibs 
1 doz 
3 Ibs 
1 doz 
50 Ibs 
400 Ibs 


Beans, Wax 


Broccoli 
5 lbs. 30 


YY Ibs 15 
pkg 2% Ibs. 15 
15 Ibs. 90 
25 Ibs. 150 
5 Ibs 3 


Brussels Sprouts 
Cauliflower 

Peas 

Spinach 
Vegetables, Mixed 


J 
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3rd WEEK EAST SPRING SELECTIVE CYCLE MENU 


(MENUS TO BE USED DURING MARCH, APRIL AND MAY) 


—prepared by Mrs. Elizabeth C. Downes, director, dietary 
department, Mountainside Hospital, Montclair, N.J. 
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tuesday 


thursday | wednesday | 


friday 


saturday 
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(F}—Full Diet 


breakfast 


“Half Grapefruit 
or Prune Juice 
Wheat Farina 
or Ready-to-Eat Malt 
Flake Cereal 
Soft Cooked Egg 
Hard Rolll 


Applesauce 
er Orange Juice 
Oatmeal 
or High Protein 
Cereal 
Grilled Ham 
Raisin Toast 


Banana 
or Grapefruit Juice 
Whole Wheat Cereal 
or Puffed Wheat 
Cereal 
Soft Cooked Egg 
Soft Roll 


Kadota Figs 
or Orange Juice 
Farina 
or Ready-to-Eat Malt 
Flake Cereal 
Scrambled Egg —Bacon 


Orange Halves 

or Apple Juice 
Wheat Farina 

or Puffed Rice Cereal 
Poached Egg 
Hard Roll 


Stewed Apricots 
or Orange Juice 
Oatmeal 
er High Protein 
Cereal! 
Scrambled Egg 


Half Grapefruit 
or Prune Juice 
Farina 
or Cornflakes 
Grilled Bacon 
Kuchen Bread 


uname Specifications, Amounts & No. of catia 


(S)—Soft Diet 


Washington Chowder 

Corned Beef Hash or Roast Leg of Lamb with Gravy (FS) 
Roast Potato (FS) 

Buttered Cabbage or Fresh Sliced Carrots (FS) 

Tossed Salad—1000 Island Dressing or Orange-Mint Salad 
Baked Custard (FS) or Kadota Figs 


Split Pea Soup 
Deviled Eggs with Spanish Sauce 
or Boiled Brisket of Beef (FS)—Horseradish Sauce (F) 
Parsley Potato Balls (FS) 
Spinach (FS) or Kernel Corn 
Head Lettuce Salad—French Dressing 
or Green Pepper and Cottage Cheese Salad 
Lemon Gelatin with Whipped Cream (FS) or Pistachio Ice Cream 


Cream of Mushroom Soup 

Salmon Salad Plate or Hot Turkey Sandwich with Gravy (FS) 
Mashed Potato (FS) 

Buttered Peas (FS) or French Fried Eggplant 

Jellied Cranberry Salad or Romaine—Chiffonade Dressing 
Butterscotch Pudding (FS) or Raspberry Sherbet 


Corn Chowder 

Chicken and Spaghetti Casserole (FS) or Grilled Bacon 

Baked Potato 

Braised Celery or Fresh Sliced Carrots (FS) 

Tossed Salad—French Dressing or Peach and Cheese Ball Salad 
Strawberry Ice Cream or Applesauce (FS) 


Boston Clam Chowder 

Codfish Cakes—-Tomato Sauce or Roast Chicken with Gravy (FS) 
Buttered Rice (FS) 

Spinach (FS) or Mixed Garden Vegetables 

Cole Slaw or Pineapple and Grated Cheese Salad 

Lemon Cake or Fruit Gelatin (FS) 


Vegetable Soup 

Scrambled Eggs with Dried Beef or Roast Leg of Veal with Gravy (FS) 
Baked Potato (FS) 

Asparagus Tips (FS) or Kernel Corn 

Pear and Cranberry Salad or Club Salad Bow! 
Caramel Sundae (FS) or Bing Cherries in Syrup 


French Dressing 


Cream of Vegetable Soup 

Fried Chicken with Gravy or Minute Steak (FS) 
Mashed Potato (FS) 

Buttered Wax Beans (FS) or Cauliflower 

Romaine Salad—Russian Dressing or Mixed Fruit Salad 
Neopolitan Ice Cream (FS) or Apricot Halves in Syrup 


(FS)—Full and Soft Diet 


— Specifications, Amounts & No. of chins 


night 





Consomme with Rice 

Half Broiler—Currant Jelly (FS) or Liver and Bacon 
Whipped Potato (FS) 

Green Beans (FS) or Stewed Tomato 

Watercress Salad or Apricot and Nut Salad 

Cream Puff or Coffee Ice Cream (FS) 


Pineapple and Lime Juice Cocktail 

Broiled Fillet of Cod-Lemon Slice or Roast Veal with Gravy (FS) 
Baked Potato (FS) 

Buttered Beets (FS) or Baby Lima Beans 

Assorted Relishes or Pear and Watercress Salad 

White Cake with Minted Frosting (FS) or Green Gage Plums 


Apricot Juice 

Broiled Halibut—Lemon Sauce (FS) or Roast Loin of Pork with Gravy 
Oven Browned Potato (FS) 

Buttered Cauliflower or Asparagus Tips (FS) 

Orange and Apple Salad or Chef Salad—French Dressing 

Boston Cream Pie (FS) or Loganberries in Syrup 


Grape Juice 

Roast Leg of Lamb with Gravy (FS) or Veal Cutlet 
Creamed Potato (FS) 

Buttered Wax Beans (FS) or Stewed Tomato 
Watercress Salad or Molded Fruit Salad 

Cherry Cobbler (F) or Prune Whip (S) 


Chilled Blended Juice 
Broiled Fillet of Flounder—Lemon Slice (FS) 
or Baked Ham with Raisin Sauce 
Whipped Potato (FS) 
Baked Acorn Squash (FS) or Baby Lima Beans 
Head Lettuce Salad—French Dressing or Tomate Aspic Salad 
Vanilla Ice Cream with Chocolate Mint Sauce (FS) 
or Purple Plums in Syrup 


Consomme with Noodles 

Swiss Steak with Gravy or Broiled Lamb Pattie (FS) 

Sweet Potato with Apples 

Buttered Beets (FS) or Green Beans 

Head Lettuce Salad—French Dressing or Stuffed Pepper Salad 
Peach Pie (F) or Floating Island (S) 


Consomme with Rice 

Egg a la Goldenrod on Toast (FS) or Ham Loaf with Broiled Pineapple 
Oven Browned Potato 

Grilled Tomato or Buttered Peas (FS) 

Tossed Salad—French Dressing or Banana and Nut Salad 

Chocolate Chip Cookies or Tapioca Pudding—Cherry Sauce (FS) 


Bread, butter and a choice of beverages are to be included with each meal. 


sc Specifications, Amounts & No. of a 





POULTRY 


Potatoes, White Bag No. 1 400 Ibs. 


PLEASE CUT ALONG THIS LINE 


U. S. Choice 1 doz. 


1 doz. heads 
30 Ibs. 
1 lug (30 Ibs.) 
2 doz. bunches 


Radishes Bunch 
Romaine 
Squash, Acorn 
Tomatoes 


Watercress 


75 Ibs. 
60 Ibs. 
115 Ibs. 


Fowl (Eviscerated) Grade A, 5 Ib. av. 
Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 
Fryers (Eviscerated) Grade A, 2% Ib. av 


Brisket, Fresh 
Chipped Beef, Dried U.S. Good 

Liver Steer, sliced 
Roast, Sirloin (B.R.T.) U. S. Choice 


Steaks, Minute U. S. Choice, 
4 02. each 


U. S. Good, 4 oz. each 


Repacked (5 x 6) 
FRESH FRUITS Bunch 
Apples Jonathan, 113s 
Bananas Ripe 
Cranberries 1 Ib. bag 
Grapefruit Seedless, 70s 
Lemons 

Oranges 176s 


FROZEN FRUITS 

Halves, 8 Ib. can, 
5-1 sugar 

5-1 aya pitted, 
8 Ib. can 24 Ibs. 

Con., 32 oz. can 6 cans 

Sliced, 8 Ib. can, 
5-1 sugar 

8 Ib. can, 5-1 sugar 


Steak, Swiss 
Apricots 
LAMB 8 Ibs. 
U. S. Good 


U. S. Choice, yearling 


15 Ibs Cherries 


50 Ibs. 


Ground, Shoulder 


Leg (B.R.T.) 
| Orange Juice 


PORK Peaches 


24-26-1 Ib 
Ready-to-eat 
Grade A, 10-12 Ibs 


FRESH VEGETABLES 
Cabbage Bag 
Carrots Topped, bag 
Celery Pascal, 30s 
Celery White 
Cucumbers 
Eggplant 
Lettuce 
Onions, Dry 
Onions, Green 
Parsley 
Peppers, Green 
Potatoes, Sweet 


24 Ibs. 


50 Ibs. 8 the 


50 tbs. 

3 stalks 
6 stalks 
1 doz. 
2 only 

1 crate 
50 Ibs. Beans, Wax 

1 doz. Cauliflower 

1 doz. Peas 

2% doz. Spinach 

50 Ibs Vegetables, Mixed 


Bacon (Sliced) 
Ham (Pullman) 
Loin (Boneless) 


Plums 


FROZEN VEGETABLES 
Spears, 2% Ib. pkg. 
Cuts, 2% Ib. pkg. 


Small, green, 
2% Ib. pkg. 5 Ibs. 


Cuts, 2% Ib. pkg. 25 Ibs. 
Buds, 2% Ib. pkg. 5 Ibs. 
2% Ib. pkg. 25 Ibs. 
Chopped, 2% Ib. pkg. 30 Ibs. 
2% Ib. pkg. 2% Ibs. 


25 Ibs. 
12% Ibs. 


Asparagus 
Beans, Green 
Beans, Lima 


VEAL 
U. S. Good, 4 02. each 
U. S. Good 


Cutlets 

Leg (B.R.T.) Head, 48s 
Yellow, bag 
Bunch 


Bunch 


FISH 
Cod Fillets, Canadian 5 Ibs. 
Flounder Fillets, 4 oz. each 15 Ibs 
Halibut Steaks, 5 oz. each 20 Ibs 


3rd week market order for perishabies (per 50 beds) 


Hamper 
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More hospitals are using 
more and more Flex-Straws « 











\ \ hy? Hospital staffs ¢ wanted a straw that was safe 9 


(Flex-Straws are paper...so there’s never any danger of broken glass. ) 
Hospitals wanted a straw that would offer their patients added cleanliness 
| 
(Flex-Straws are single service... they’re always fresh as a daisy.) 


Hospitals were looking for a straw that was convenient and efficient. 


Flex-Straw’s unique bending action eliminates lost motion in patient bed 


adjustment ~~ AE ...and Flex-Straws are disposable too. 


4 








Hospitals were looking for new ways to economize 
J C 


(Hospital tests prove using Flex-Straws is more economical than using breakable 





tubes.) Hospitals found the answers by using... — 








on 
”. sates © Bit oe 


FLEX-STRAWS 3 
ommeuuu®! wee ; 


Is your hospital enjoying these Flex-Straw advantages? 








P.S. Flex-Straws can be used _ 


in hod liquids, too! aia is 3 west ; FLEX-STRAW CO. INT'L. 
ee as * 2040 Broadway 


refer to Santa Monica, Calif. 
HOSPITAL PURCHASING FILE 
for listings and prices 

SANADIAN DISTRIBUTOR: INGRAM & BELL LT 
TORONTO, MONTREAL, WINNEPEG, 


Please send samples and literature 


NAME 


ALGARY, VANCOUVER 


HOSPITAL 


FLEX-STRAW Co. Int'l. ; ADDRESS 
2040 Broadway + Santa Monica, California : 
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PRINCIPLES OF ETHICAL RADIOLOGICAL 
Practice. American College of Ra- 
diology. Chicago, 1958. 16 pp. 25 
cents. 

The opening paragraph of this 
booklet states that “The Principles 
of Medical Ethics .. . of the Amer- 
ican Medical Association and the 
Principles of Ethical Radivlogical 
Practice ... shall be the Principles 
of Ethics of The American College 
of Radiology...” 

The 10 principles of ethical radi- 
ological practice deal primarily 
with professional relationships be- 
tween radiologists, patients and 
physicians, although financial rela- 
tionships between radiologists and 
hospitals covering billing methods 
are also included. Illustration and 
amplification of the principles in- 
cludes suggestions to radiologists 
for methods of billing and of ac- 
cepting or changing hospital staff 
appointments, two matters of in- 
terest to hospital administrators. 

Apart from these principles, 
there is also a policy statement in 
the form of resolutions for the 
American College of Radiology 
adopted by the board of chan- 
cellors at its 1958 midwinter meet- 
ing, which “represents the con- 
sidered opinion of the Chancellors, 
speaking for the College, in regard 
to the corporate practice of medi- 
cine.” 

The first resolution of the board 
of chancellors is “Resolved: That 
the policy of The American Col- 
lege of Radiology shall be that it 
is unethical for any radiologist to 
enter into a relationship with any 
hospital, corporation or lay body 
by whatever name called or how- 
ever organized which enables it to 
offer his professional services for 
efee x...” 

No comments or explanation are 
given to this policy statement. The 
confusion of combining ethics of 
medical practice and financial re- 
lationship between radiologists and 
hospitals is again introduced in 
this new resolution. Without fur- 
ther clarification, these resolutions 
will raise questions on the part of 
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Ethics of radiology 


both radiologists and administra- 
tors that will need more amplifi- 
cation than the present booklet 
presents.—ALBERT W. SNOKE, M.D.., 
director, Grace-New Haven Com- 
munity Hospital, New Haven, 
Conn. 


Social service project 


OvuT-PATIENT SOCIAL SERVICE; A DEM- 
ONSTRATION AND STUDY OF FULL- 
Time SociAL WorK IN ARTHRITIS 
CuINIcs. Jeanette A. Margolies. 
New York, Arthritis and Rheuma- 
tism Foundation, 1958. 34 pp. $1. 
This book illustrates how ade- 

quate social service augments and 

improves existing services for 
arthritis patients. 

The report covers an 18-month 
study by two experienced medical 
social workers, one in a municipal 
and the other in a voluntary hos- 
pital arthritis clinic. The multiple 
problems—physical, psychological, 
social and economic—arising from 
long-term chronic illness are docu- 
mented for more than 200 patients. 
Most of these patients needed and 
received social service. It is sig- 
nificant that regardless of their 
medical improvement, patients 
were better able to cope with their 
problems at the end of the project. 

The New York State Chapter 
of the Arthritis and Rheumatism 
Foundation sponsored the social 
service project, which was moti- 
vated by a study on the effect of 
arthritis on life adjustment. A 
summary of the latter study is in- 
cluded. 

Although budget and shortage 
of qualified workers would dis- 
courage many institutions from 
providing social service exclu- 
sively for arthritis patients, this 
book can help clinic physicians 
and personnel to make the most 
of the service available. The ma- 
terial is of interest to all who 
serve arthritis patients and may 
aid the working relationship be- 
tween doctor and social worker. 

The projects reported exemplify 
the beneficial specialized services 
of the national health agencies.— 
VERNON K. Brown, director of 





also: 
social service project 
care of the surgical child 


public information, Passavant Me- 
morial Hospital, Chicago. 


Care of the surgical child 


NONOPERATIVE ASPECTS OF PEDIATRIC 
SurGERY, Report of the 27th Ross 
Pediatric Research Conference. 
Columbus, Ohio, Ross Laboratories, 
1958. 96 pp. (No charge for pro- 
fessional personnel.) 

This is a symposium of excellent 
papers on a number of current 
and pertinent phases of the non- 
operative problems of pediatric 
surgery. Although it is not very 
technical in a medical or surgical 
sense, it should have distinct ap- 
peal to anyone with interest in 
pediatric surgery and should be of 
special interest to pediatricians 
and anesthesiologists. 

Hospital administration will be 
particularly interested in the ex- 
planations as to how and why 
pediatric surgery is different from 
adult surgery. Recommendations 
for handling the surgical child rec- 
ognize that a high degree of un- 
derstanding and performance by 
many of the nonmedical depart- 
ments is needed. Preparing a child 
for surgery and dealing with his 
emotional reactions to it begin 
with the doctors, but can be ad- 
vanced (or undone) by any or all 
of the hospital employees who 
have contact with the patient or 
his parents. 

Other sections of the brochure 
of particular interest to adminis- 
trators are those dealing with play 
problems for surgical patients and 
the control of nosocomial infec- 
tions. Distinctions are drawn be- 
tween children in different age 
groups. 

Statistics given are not over- 
powering, and some of the conclu- 
sions reached are administratively 
significant for hospitals planning 
pediatric surgical programs. The 
report should prove a good re- 
source for review and reference.— 
Huco V. HULLERMAN, M.D., exec- 
utive vice president, The Chil- 
dren’s Hospital of Michigan, De- 
trovt. 
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More Federal Funds for Health? 


Most intriguing and only direct reference to health 
programs in the President’s State of the Union mes- 
sage was the sentence: “Next year we will be spend- 
ing an increased amount on health programs.” He 
failed to explain what health programs the admin- 
istration had in mind for increased expenditures. 

In the past, President Eisenhower has sent Congress 
special messages on new health and medical projects 
after his budget address. The absence of specific ref- 
erences to areas of increased federal spending for 
health programs has led most observers of the cap- 
ital seene to assume the proposed $77 billion budget 
will not reflect a substantial increase in funds for 
new federal medical programs. 

Health, Education, and Welfare Secretary Arthur 
S. Flemming’s influence was seen in the President’s 
speech when he told Congress of plans to establish a 
nongovernmental committee which would study and 
report on long-range national goals for every seg- 
ment of the economy. The President said this “‘sum- 
mit-level” planning committee would concern itself 
with the nation’s health objectives as well as “‘meth- 
ods to meet such goals and what levels of government 













Lh, / pl De 
Je wet oY aT 
Vee etre ty 





local, state, or federal—might or should be particu- 
larly concerned.”’ This is a proposal Secretary Flem- 
ming advanced all fall in press conferences as well as 
before dozens of voluntary groups in meetings called 
to advise HEW on its existing and proposed programs 


TAXES AND THE STATE OF THE UNION 


Hospitals will be vitally interested in a little-pub- 
licized development announced by Rep. Wilbur Mills 
(D-Ark.), chairman of the House Ways and Means 
Committee. 

Chairman Mills has announced that the main task 
of his committee in the 86th Congress will be to re- 
vise and simplify the federal tax system. He said he 
did not believe there could be a tax cut this year 

Within the broad framework of tax policy, the 
Mills committee will look into exemptions now 
granted a whole range of nonprofit organizations, in- 
cluding hospitals. Some congressmen feel that ex- 
emptions granted to certain nonprofit groups should 
be restudied, with an eye toward finding additional 
sources of federal revenue. 

The President lent the weight of his office to the 
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Mills tax study in his State of the Union message. He 
announced that the Treasury Department would un- 
dertake revision of the entire tax structure. He called 
for the tax study “to remove inequities and to en- 
hance incentives for all Americans to work, to save 
and to invest.’”’ He recommended early action on his 
tax study proposal as quickly as ‘our fiscal condition 
permits.” 


200 Health Bills Introduced 


More than 2000 new bills were introduced dur- 
ing the first day of Congress. More than 200 of them 
were concerned with some aspect of federal medical 
programs, Of these, the vast majority will probably 
never be heard of again. The following bills, some 
of which may receive committee hearing, are of in- 
terest to hospitals: 

HR 10 (sponsored by Rep. Eugene J. Keogh, [D- 
N.Y.] ): to encourage voluntary pension plans for 
self-employed individuals. HR 97, introduced by 
Rep. John Fogarty (D-R.I.), and several other bills 
had this same title. 

HR 85 (Rep. Frank M. Coffin [D-Maine] ) to amend 
Title VI of the Public Health Service Act to encour- 
age construction of diagnostic and treatment centers 
in rural areas. 

HR 143 (Rep. Keogh) to make gifts to nonprofit 
voluntary health insurance plans tax deductible. 

HR 167 (Rep. J. E. Kilgore [D-Tex.] ) to encourage 
extension and improvement of voluntary health pre- 
payment plans or policies. 

HR 208 (Rep. James H. Morrison [D-La.] ) to pro- 
vide for federal contributions and payroll deductions 
towards personal health service benefits for federal 
civilian employees and dependents. This bill was 
drafted by the AFL-CIO unions of federal employees 

HR 178 (Rep. Thomas J. Lane [D-Mass.] ) to au- 
thorize payroll deductions and federal contributions 
for federal employees health insurance. 

HR 185 (Rep. Lane) to amend Titles I, IV, X, and 
XIV of the social security act so as to further assist 
the states in extending aid for medical care to persons 
eligible for public assistance under such titles. 

HR 188 (Rep. Lane) to establish a minimum wage 
of $1.25 an hour. A number of other bills to set this 
figure were also introduced. 


Forand Medical Care Bill 


Rep. Aime J. Forand (D-R.I.) told Washington 
reporters he thinks his bill to provide hospital and 
medical benefits for aged persons receiving social 
security payments (introduced in Congress last year. 
but not passed) has a greatly improved chance of 
passage by Congress in 1959, despite attacks on it 
as ‘“‘socialized medicine.” 

He based his prediction on larger Democratic ma- 
jorities in Congress, steadily stronger support 
throughout the country for the concepts embodied 
in the bill, and indications that it has “stirred up the 
American Medical Association.” Rep. Forand is the 
second-ranking Democrat on the House Ways and 
Means Committee which will handle the legislation 
He plans to reintroduce his bill this month; it will be 
basically the same as the one he submitted last year 
for committee study, he said, but would contain some 
“refinements.” Rep. Forand reported that his office 
has been “flooded” by mail in recent weeks indicat- 
ing public support is greater for his bill now than 
it was a year ago. 
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U.S. Employees Health Insurance 


One major health bill destined for early hearings 
is a comprehensive federal employee health program 
offered by Rep. James Morrison (D-La.). The Mor- 
rison bill has strong AFL-CIO support and would in- 
sure federal employees (active and retired) and their 
dependents against hospital, surgical, medical, and 
related costs. The measure is to be the first major 
piece of federal employee legislation to be considered 
by the Senate, where it will be sponsored by Chair- 
man Olin D. Johnson (D-S.C.). Main features of the 
proposed federal employee health program are: 

(1) Eligibility for all government employees and im- 
mediate members of their families on a voluntary 
basis. 

(2) Estimated cost to the government of 
$250 million and $300 million a vear 

(3) Wide choice of plans or companies for employees 
for basic insurance with some restrictions. Also a 
choice between indemnity-type plan or service plan. 

(4) Major or so-called catastrophic insurance to be pro- 
vided free of charge by the government. In order to 
obtain free catastrophic insurance coverage, em- 
ployees would be required to participate in the basic 
health insurance program. 

(5) Catastrophic insurance to pay 75 per cent of the 
cost of medical care after basic insurance runs out. 
Employees would be required to pay the next $100 
to $300, however, depending on their income before 
catastrophic benefits would begin. 

(6) Both basic and catastrophic insurance protection to 
be available after retirement for employees keeping 
up premium payments. 


between 


Social Security Found Financially Sound 


A 12-man federal advisory council of experts rep- 
resenting industry, labor, and other groups has com- 
pleted a year-long study of social security financing 
at the request of Congress. The advisory group’s 
findings were that the social security system is fi- 
nancially sound and existing law makes adequate 
provision for meeting both short and long-range 
costs. To keep the program on a sound basis, the 
experts said the social security tax must be gradually 
raised to 4 per cent a year on both employees and 
employers by 1966, as now scheduled by law. 

Meanwhile, social security taxes took a bigger 
bite from most American workers on Jan. 1. Taxes 
were raised from 2.25 per cent on the first $4200 of 
yearly pay to 2.5 per cent on the first $4800. Con- 
tributions by employers were raised by the same 
amount. Simultaneously, retirement benefits under 
social security were raised Jan. 1 by an average of 
7 per cent. 


White House Conference on Aging 


The President is expected to ask Congress for an 
early supplemental appropriation for grants to help 
the states prepare for the White House Conference 
on Aging in January 1961. 

Under the law which authorized the conference, 
each state may receive from $5000 to $15,000 in fed- 
eral grants. The Department of Health. Education. 
and Welfare has expressed the hope that a congres- 
sional appropriation will be made early this winter 
so that the states may start local conferences and 
studies on problems of older persons. The amount of 
federal money each state will receive will depend 
upon the nature of the studies planned by the state 
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Chymar abolishes inflammation, 
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blood and lymph circulation. 

a prophylactic agent—Chymar, 
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tissue reaction and edema. 
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personnel changes 


@ O. B. Ayers Jr. has been appointed 
administrator of Fairmont (W.Va.) 
General Hospital. He was formerly 
administrator of Halifax Commu- 
nity Hospital, South Boston, Va. 
Mr. Ayers succeeds Cheney Ellerbe, 
who resigned to return to school. 
Paul N. Bridge has been appointed 
to succeed Mr. Ayers at Halifax 
Community Hospital. Mr. Bridge 
was formerly assistant administra- 
tor at Roanoke (Va.) Memorial 
Hospital. He is a graduate of the 
Medical College of Virginia pro- 
gram in hospital administration. 


@ Francis Fillingim has been ap- 
pointed assistant administrator of 
Burge Hospital, Springfield, Mo. 
He was formerly chief pharmacist 
at Deaconess Hospital, St. Louis. 
Mr. Fillingim is a graduate of the 
Washington University program in 
hospital administration. 


@ Nestor M. Fowler has been ap- 
pointed business administrator of 
the State Hospital South, Black- 
foot, Idaho, succeeding Eugene Boyd. 
Mr. Fowler has been associated 
with the hospital in various capac- 
ities for seven years. 


@ John A. Maloney has been ap- 
pointed administrator of Lawrence 
County Hospital, Lawrenceburg, 
Tenn. He was formerly adminis- 
trative assistant at Presbyterian 
Hospital, Knoxville, Tenn. Mr. 
Maloney is a graduate of the 
Georgia State College of Business 
Administration program in hospi- 
tal administration. 


@ Arthur E. Miller has been appointed 
director of Salt Lake County Gen- 
eral Hospital, Salt Lake City, 
Utah. He was formerly assistant 
director of the hospital. Mr. Miller 
is a graduate of the Northwestern 
University program in hospital ad- 
ministration. 

Vernon L. Harris, formerly direc- 
tor of Salt Lake County General 
Hospital and administrator of the 
University of Utah Medical Cen- 
ter Hospital (in planning stage), 
Salt Lake City, resigned the Salt 
Lake County post to assume full- 
time duties at the University of 
Utah Medical Center Hospital. Mr. 
Harris holds a master’s degree 
from the University of Idaho. 


@ David W. Miller has been ap- 
pointed special assistant to the 
manager of the Veterans Admin- 
istration Hospital, Albany, N.Y. 
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He was formerly electro-medical 
equipment representative for the 
VA area medical office in Boston. 


@ Robert F. Peck has been appointed 
assistant director of Research Hos- 
pital, Kansas City, Mo. He was 
formerly assistant director of 
Springfield (Ohio) City Hospital. 
Mr. Peck is a graduate of the 
Washington University program in 
hospital administration. 


@ Howard L. Place has been appointed 
administrator of Dunlap Memorial 
Hospital, Orrville, Ohio, succeed- 
ing Dolores Badger. Mr. Place was 
formerly assistant administrator of 
the hospital. Mrs. Badger will con- 
tinue with the hospital as con- 
sultant and assistant administra- 
tor. 


@ Philip K. Reiman has been ap- 
pointed assistant director of Maine 
Medical Center, Portland. Mr. Rei- 
man occupies 
the position left 
vacant by John 
Cc. Barker when 
he was ap- 
pointed director 
of the center. 
Mr. Reiman was 
formerly assist- 
ant director of 
the Graduate 
Hospital, Uni- 
versity of Penn- 
sylvania, Philadelphia. He is a 
graduate of the University of Chi- 
cago program in hospital adminis- 
tration. 


MR. REIMAN 


@ William E. Reiser Jr. has been ap- 
pointed assistant administrator of 
Riverview Hospital, Red Bank, N.J. 
He formerly held various business 
department positions at Jersey 
City (N.J.) Medical Center. Mr. 
Reiser is a graduate of the Michi- 
gan State University program in 
hospital administration. 


@ Anthony R. Schultz has been ap- 
pointed administrator of the Buck- 
lin (Kans.) District Hospital. 


@ Thomas Shirtz has been appointed 
assistant administrator of the Lu- 
theran Medical Center, Brooklyn, 
N.Y. 


@ J. W. Singleton has been appointed 
administrator of Meriwether Me- 
morial Hospital, Warm Springs, 
Ga. He was formerly administrator 
of Bacon County Hospital, Alam, 


Ga. Mr. Singleton is a graduate of 
the Georgia State College course 
in hospital administration. 

Robert D. Rowe succeeds him as 
administrator of Bacon County 
Hospital. Mr. Rowe is a graduate 
of the Georgia State College course 
in hospital administration. 


@ Ellen L. Stahinecker has retired as 
administrator of Crittenton Gen- 
eral Hospital, Detroit. She has been 
administrator since 1944. D. Eugene 
Sibery, associate administrator of 
the hospital, has been appointed 
her successor, William §. Atkinson has 
been appointed assistant to the ad- 
ministrator. 


@ Sister Gertrude of Providence has 
been appointed administrator of 
Providence Hospital, Everett, 
Wash. She was formerly assistant 
administrator of St. Vincent’s Hos- 
pital, Portland, Ore. Sister Ger- 
trude is a graduate of the St. Louis 
University program in_ hospital 
administration. 


@ Sister M. Francis Xavier Villerot, 
R.S.M., has been appointed admin- 
istrator of St. Joseph Mercy Hospi- 
tal, Detroit. She is a graduate of 
the University of Michigan course 
in hospital administration. 


@ Sister Mary Lovis Wenz! has been 
appointed administrator of Good 
Samaritan Hospital, Kearney, Nebr. 
She was formerly director of nurs- 
ing at Creighton Memorial St. Jo- 
seph Hospital, Omaha, Nebr. 


@ Sister Mary Margarite, $.S.M., R.N., 
has been appointed administrator 
of St. Mary’s Infirmary, St. Louis. 
She was formerly administrator of 
St. Mary’s Ringling Hospital, Bara- 
boo, Wis. 


@ Sister Mary Raphael has been ap- 
pointed administrator of Okarche 
(Okla.) Memorial Hospital. She 
succeeds Sister Mary Consilia. 


@ Sister M. Roberta has been ap- 
pointed administrator of Wichita- 
St. Joseph Hospital, Wichita, Kans. 
She was formerly administrator of 
Pratt (Kans.) County Hospital and 
succeeds Sister M. Etheldreda. 


@ George H. Vogt has been ap- 
pointed controller, Department of 
Medical Institutions, Alameda 
County, Calif. He was formerly as- 
sistant administrator of the Uni- 
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versity of California Medical Cen- 
ter, San Francisco. Mr. Vogt is a 
graduate of the University of Cali- 
fornia program in hospital admin- 
istration. 


@ Lawrence Walker has been ap- 
pointed administrator of Davis 
Hospital, Statesville, N.C. 


Deaths 


@ Arthur Allen superintendent of 
Rockaway Beach (N.Y.) Hospital, 
died on Oct. 17, 1958, at the age 
of 58. He had been administrator 
of the hospital for 12 years. 

William J. McShane, director of the 
hospital’s Development Depart- 
ment, was named to succeed Mr. 
Allen. 


@ Reverend John Goodridge Martin, 
former hospital administrator, died 
Dec. 31, 1958, in Coral Gables, Fla., 
at the age of 73. Rev. Martin was 
administrator of St. Barnabas Hos- 
pital, Newark, N.J., from 1923 to 
1950. He served as president and 
executive secretary of the New 
Jersey Hospital Association and as 
president of the American Protes- 
tant Hospital Association. Rev. 
Martin also served on American 
Hospital Association committees 
and was a member of the joint 
committee of AHA, APHA, and 
the Catholic Hospital Association. 
He is survived by his widow, Lilly 
Lane Martin; a son, John D. Mar- 
tin; four sisters, two brothers, and 
two grandchildren. 


@ Mary M. Roberts died in New York 
City on Jan. 11 at the age of 82. 
Miss Roberts was chief nurse of 
the Army Nurse 
Corps in World 
War I, editor of 
the American 
Journal of Nurs- 
ing from 1921 
to 1949, and edi- 
tor emeritus of 
the publication 
at the time of 
her death. 
Among honors 
bestowed upon 
Miss Roberts were: Bronze Medal 
of Ministry of Social Welfare of 
France; honorary fellow, American 
College of Hospital Administra- 
tors; Army Certificate of Appre- 
ciation (highest honor the Army 
can bestow on a civilian); Inter- 
national Red Cross’ Florence 
Nightingale Medal, and the Mary 
Adelaide Nutting Award for Lead- 
ership in Nursing. She was a life 
member of the American Hospital 
Association. 


MISS ROBERTS 
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NOW ... MESSAGES CAN BE RADIOED DIRECTLY 
AND PRIVATELY TO YOUR KEY PERSONNEL 


An emergency comes up. A doctor is urgently 
needed . . . now! But he’s ‘‘somewhere in the 
building” . . . no one knows exactly where. 
With Motorola Radio Paging, you can contact 
him in seconds. Here’s how. The switchboard 
operator sounds a tone in his Radio Pager .. . 
(and in his only). He is alerted instantly, just 
as if she reached out and tapped him on the 
shoulder. He presses the button on his Pager 
and hears the full voice message. Total time 
elapsed . . . just seconds, and the emergency 
is being handled. 


Gone are the confusion and irritation of bells, 
lights or public address calls. Doctors, admin- 
istrators, nurses get their messages on Radio 
Pagers that slip in the pocket, instrument bag, 
or clip to the belt . . . increasing everyday effi- 
ciency and meeting emergencies faster. Write 
Motorola today. 
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IN A RECENT QUESTIONNAIRE: 


335 OUT OF 350 
REPORTING 
DOCTORS 

\. SAID THEY 

\\_ RECOMMENDED 

-“SUPP-HOSE TO 


THEIR PATIENTS! 


Recently we wrote to approximately 1100 doc- 
tors. We enclosed a letter, questionnaire and an 
offer of a sample pair of Supp-hose. Of the 350 
doctors responding, 335 of them indicated they 
were recommending Supp-hose to their patients. 
This is just one phase of the growing popularity 
of Supp-hose. From every part of the country 
comes news of more and more women who find 
that Supp-hose gives them the fashionable 
look they want...and at the same time eases 
‘ tired legs! 


MANY WOMEN COMPLAIN ABOUT TIRED LEGS 


As you know, expectant mothers, housewives, 
and working women all complain about discom- 


Supp 


te . 


fort of the extremities. Where heavy surgical 
stockings are not prescribed, Supp-hose is excel- 
lent for gentle support all day long. And remem- 
ber: Supp-hose contains no rubber. Every stitch 
is fine nylon with a special twist that provides 
an elastic quality. 


A VERY ECONOMICAL STOCKING! 


Patented Supp-hose costs a woman just one- 
third what she usually pays for heavier surgical 
stockings. And wear tests indicate Supp-hose 
should give many times the wear of ordinary 
nylons, Supp-hose is available in proportioned 
sizes in beige, natural and white. $495 

PAIR 


At drug and department stores. 


-hose 


the first sheer all-nylon stocking that eases tired legs 


Kayser-Roth Hosiery Company, Inc., 200 Madison Ave., New York 16, N. ¥. « U.S. Pat. #2,841,971 
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_NEWS 











IN CALIFORNIA, NEW YORK— 





Hospital Groups Prepare Disaster Plans 


The California Hospital Association, after a two 
year study, has published a disaster plan outline 
which, in the words of CHA executive director Avery 
M. Millard, “is directed primarily to assist hospitals 
to prepare for expanding facilities for receipt of 


casualties.” 

During a disaster situation, the 
California plan states, the per- 
son in charge of the hospital, hav- 
ing received a call for assistance, 
should determine the following 
facts: “the nature of the disaster; 
an estimate of the number and 
type of patients who will be re- 
ceived; an estimate of the time 
of arrival.” 

The California plan then calls 
for a recheck from the source re- 
porting the disaster. “You should 
phone or contact the source again 
and verify the information since 
initially it will be given and re- 
ceived under emotional pressure,” 
the plan states. It was suggested 
that the hospital might have to 
send a survey team to the scene 
of the disaster, in order to prepare 
for the situation as it develops. 

Under the plan devised in Cali- 
fornia, after the source reporting 
the disaster has been rechecked, 
the work force is to be alerted. 
A two-page appendix to the plan 
briefly outlines such points as: 
means of calling the alert; code 
signal; person calling the alert; 
alerting the employees and volun- 
teers not in the hospital; internal 
traffic and panic control and ex- 
ternal guard system, and means 
of calling off the alert. 

As the disaster plan is put into 
effect, the California plan states, 
one or more control centers should 
be established in the hospital. It 
was suggested that the adminis- 
trator’s office ‘is not always the 
best place for all these activities 
to converge, and it is advisable 
that the control center activities 
be placed in the most advanta- 
geous locations.” 

It was also suggested that the 
person in charge of the hospital 
“leave someone in the control 
center to receive messages and 
who could contact you immedi- 
ately; then check the various sec- 
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tions to see that they are work- 
ing according to plan and assist 
them in any problems they may 
face.” 

This is how the various hospital 
departments would function un- 
der disaster conditions, according 
to the California plan: 

Personnel: alert doctors, nurses, 
other hospital personnel, and vol- 
unteers. 

Engineering and housekeeping: set 
up equipment and assist nurses in 
concentrating inhouse patients in 
one area or evacuating them. 

Equipment and supply: secure equip- 
ment and supplies for pharmacy, 
nursing care, dietary, and other 
activities. In preparing for a dis- 
aster (before the disaster situa- 
tion arises), it was suggested that 
the individual hospital meet with 
its normal suppliers and discuss 
procurement and delivery in an 
emergency. The supplier should 
have an “emergency supply unit” 
on hand (containing material 
ranging from abdominal pads, to 
plaster bandages and syringes 
all in predetermined sizes and 
quantities) which would be 
shipped to the hospital on con- 
signment as soon as the supplier 
is notified by the hospital. The 
supplier would then assemble an- 
other unit for standby purposes. 
Emergency drug supplies would 
come from doctors and drugstores. 

Nursing department: set up receiv- 
ing and sorting areas, patient care 
areas, operating rooms, central 
supplies, and the various activities 
which are usually handled by this 
department. 

Laboratory and x-ray: increase Op- 
erating potential to cope with the 
influx of patients. 

It was also suggested that hos- 
pitals contact local health, medi- 
cal, and civil defense authorities 
so that additional assistance may 
be given to the hospital. . 


‘‘Hospital members of Erie County, N.Y., (Buffalo) 
have agreed to accept and utilize the County Hos- 
pital Disaster Plan for incidents in Erie County,” the 
Western New York Hospital Council has reported. 
The plan was devised, stated Wilson Wells, executive 


director of the council, “to cir- 
cumvent the problem of various 
agencies doing disaster planning 
with various results.” 

Under the western New York 
plan, a hospital, having been noti- 
fied of a disaster, would notify 
either the city or county police 
and “ask for investigation and 
verification of need for hospital/ 
medical assistance.” 

According to the New York plan 
the first ambulance intern/resi- 
dent to arrive at the scene of the 
disaster: 

1. Assumes medical charge 

2. Notifies police dispatcher via 
radio 

a. Number injured 
b. Type of injuries 
fractures, etc.) 

c. Transportation needs 

d. Hospitals needed (use 
those closest to scene) 

e. Medical assistance needed 
at scene (if any) 

Remains at scene 

a. Dispatches ambulances 

b. Directs and administers 
first aid 

Returns to hospital 

a. When all injured have been 
removed, or 

b. When relieved of charge 
by county health officer, a 
member of his staff, or by 
county medical examiner 

Within the framework of this 
plan, police dispatchers are to send 
a police car and ambulance “to 
investigate and verify all disaster 
catastrophe calls, relay hospital 
medical information from ‘phy- 
sician in charge at scene to hos- 
pitals, alert hospitals according to 
location of incident and numbe! 
and type of injured.” 

The individual hospital involved 
in caring for disaster victims 
would then utilize as much of its 
own disaster plan as it needed 
“in accordance with estimate of 
physician in charge at scene.” §® 


(burns, 
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FOLLOWING CHICAGO SCHOOL FIRE— 





Ideas Exchanged to Improve Disaster Care 


Administrators of the four Chicago hospitals which provided care for 
victims of the Our Lady of the Angels School fire, last December (Hos- 
PITALS, J.A.H.A., Dec. 16, 1958), shared their experiences with members 
of the Chicago Hospital Council at a recent symposium sponsored by 


that group. 

The four administrators, 
served as panelists, were: 
DeMoon, administrator, Franklin 
Boulevard Community Hospital; 
J. R. Garwin, administrator, Gar- 
field Park Community Hospital; 
William R. Sittler, administrator, 
Walther Memorial Hospital; Sister 
M. Almunda, administrator, St. 
Anne’s Hospital. 

Hospitals should be notified by 
the police or fire departments when 
a disaster occurs, the panelists 
agreed. They said that if the emer- 
gency had been reported promptly 
to the hospitals, the institutions 
would have had more “lead” time 
in which to alert personnel. 

Some hospitals, it was reported 
by administrators attending the 
meeting, were notified about the 
disaster, but did not receive any 
patients. None of the hospitals that 
received patients were alerted. 


who 
P. A. 


BUSY SWITCHBOARDS 


Each of the four hospitals which 
accepted the school disaster vic- 
tims reported that its switchboard 
was soon flooded with telephone 
calls. It was suggested that every 
hospital have available for emer- 
gency use a pay telephone or a 
telephone not tied in with the reg- 
ular hospital telephones. 

Other suggestions were that the 
telephone company’s mobile tele- 
phone equipment should be util- 





ized in an emergency and that the 
phone company have a special in- 
formation number which families 





ATTACH TAG 
SECURELY 
TO PATIENT 


PRINT O 
L 


AL 
INFORMATION 











DISASTER TAG 


ep attached to patent until incorporated into medical record 











DISASTER victim identification tag used by 
Franklin Boulevard Hospital, Chicago. 


could call during a disaster to get 
news of their loved ones. 

The panel members agreed that 
prepackaged and presterilized in- 
jectables and dressings were an 
important aid during the emer- 
gency period because the need for 


sterilization was eliminated, quan- 
tity and quality were standard, 
and nurses were familiar with the 
standard packaging used. 

It was found that volunteers not 
familiar with the hospital or its 
disaster plan were of little help 
during the emergency. 

Three-part identification tags 
were used at Franklin Boulevard 
Hospital. The parts of the tag were 
interleaved with carbon paper and 
a string was attached so that it 
could be tied to a patient. 


TAGS’ PRO AND CON 


Although the tag provided a 
quick means of identification and 
could be attached easily to the pa- 
tient, the disadvantages of the tag 
were that it was too small, the type 
was not large enough, the tags 
were not numbered ahead of time, 
and all parts of the tag were not 
the same size. 

It was suggested by some that 
school-age children be required to 
wear metal identification tags. It 
was pointed out that it would be 
difficult to make children wear 
these tags at all times and that dis- 
asters do not necessarily involve 
children. 

There was general agreement 
that providing care for the vic- 
tims of a disaster “is merely an 
extension of the emergency serv- 
ices of a hospital” and that hospi- 
tals must keep sufficient supplies 
on hand to meet emergencies. 

No definite suggestions were 
made as to how to control road 
and sidewalk traffic around the 
hospitals, although the area was 
clogged with cars and pedestrians 
for blocks around after the dis- 
aster. a 





REPORT ON CONDITIONS IN NEW YORK— 





Most Hospitals Bar Alcoholic Patients 


Only 35 per cent of the public general hospitals in New York State 
would admit patients with a primary diagnosis of alcoholism, as would 
20 per cent of the voluntary general hospitals, and 9 per cent of the 


proprietary general hospitals. 


These statistics are from a report by the New York State Inter- 


departmental Health Resources 
Board and the Hospital Associa- 
tion of New York State. The re- 
port was published in the Jan. 15 
issue of the New York State Jour- 
nal of Medicine. 

The study was designed to de- 
termine the extent to which al- 
coholic patients are now admitted 
to general hospitals in the state, 
the experience of the hospitals 
doing so, and the reasons why 
other hospitals reject such pa- 
tients. 
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In the Rochester region, in 
western New York, approximately 
58 per cent of the general hospi- 
tals admitted patients with alco- 
holism. However, only 10 per cent 
of hospitals in New York City and 
the immediate metropolitan area 
admitted patients for alcoholism. 


AGAINST REGULATIONS 


Approximately 75 per cent of 
the public hospitals and 45 per 
cent of the voluntary hospitals 


which do not admit alcoholics 
stated that their regulations pre- 
clude their acceptance of alcoholic 
patients. 

Other reasons given for reject- 
ing alcoholic patients were: dif- 
ficulty in managing them; lack of 
facilities; lack of personnel, and 
availability of other facilities in 
the community. 

Of the hospitals admitting al- 
coholic patients, 40 per cent indi- 
cated that these patients were not 
usually troublesome and almost all 
hospitals stated that the tranquil- 
izing drugs were helpful in quiet- 
ing disturbed alcoholic patients 
and making them manageable. 

Almost 92 per cent of alcoholic 
patients discharged from voluntary 
general hospitals paid their hos- 
pital bills in full or in part. Almost 
48 per cent of those discharged 
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from public general hospitals paid 
their hospital bills in full or in 
part. 

Approximately 24 per cent of 
hospitals admitting alcoholic pa- 
tients indicated that they made no 
provision for care of alcoholic pa- 
tients after hospitalization. Almost 
62 per cent referred patients to a 
private physician. Twenty-nine per 
cent of the hospitals accepting al- 
coholic patients referred these pa- 
tients to other outpatient services, 
following hospitalization. Approx- 
imately 44 per cent of the hospi- 
tals referred patients to Alcoholics 
Anonymous. Hospitals often made 
several referrals for individual 
patients, the report showed. 

Authors of the report were: 
Dr. I. Jay Brightman, executive 
director of the Interdepartmental 
Health Resources Board; Charles 
M. Royle, executive director of the 
hospital association, and their co- 
workers—Bernard Ferber, Paul 
F. Robinson, and William T. Rob- 
inson. 


ALCOHOLICS NEED HOSPITALS 


The report noted that the Amer- 
ican Hospital Association and the 
American Medical Association 
had recently emphasized that the 
alcoholic patient needs the re- 
sources of the community general 
hospital and urged hospitals to ac- 
cept such patients. 

Admission of alcoholic patients 
by additional hospitals was recom- 
mended by the authors, based on 
the results of their study. “Our 
own interpretation is that, while 
the present situation regarding ad- 
mission of alcoholic patients in 
general hospitals leaves a great 
deal to be desired, there is much 
in these findings upon which we 
can base an educational program 
directed at improving the situation 
and which gives us hope for the 
future.” 

The authors also noted that sev- 
eral hospitals accepted alcoholic 
patients who were sober at the 
time of admission, but were in 
need of medical treatment and ob- 
servation. This showed, the authors 
stated, a “willing acceptance of 
alcoholism as a disease rather than 
as a periodic bout with acute in- 
toxication.”’ s 


Hospital Association Lists 
Another 18 Life Members 


Eighteen persons who have been 
members of the American Hospital 
Association for 30 years have been 
added to the Association’s roster of 
life members. Life members are 
not required to pay AHA dues. 

The new life members are, 
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as announced by Dr. Edwin L. 
Crosby, AHA director: 

Dr. Francis J. Bean, administrator, 
Pima County General Hospital, 
Tucson, Ariz. 

Dr. Frank R. Bradley, 
Barnes Hospital, St. Louis. 

George R. Burt, superintendent, 
Piedmont Hospital, Atlanta. 

E. M. Collier, administrator, Hen- 
drick Memorial Hospital, Abilene, 
Tex. 

Dr. Allan Craig, consultant in hos- 
pital planning and organization, 
New York City. 

Charles H. Dabbs, board member, 
Benedict Memorial Hospital, 
Ballston Spa, N.Y. 

Max DeKaye, superintendent, 
Beth-El Hospital, Brooklyn, N.Y. 

Mary E. Gelser, former adminis- 
trator, Mary Free Bed Guild Chil- 
dren’s Hospital and Orthopedic 
Clinic, Grand Rapids, Mich., (re- 
tired and living in Nunda, N.Y.). 

Harold A. Grimm, superintendent, 
Millard Fillmore Hospital, Buffalo, 
N.Y. 

R. L. Loy, administrator, Mercy 
Hospital-Oklahoma City (Okla.) 
General Hospital. 

William S$. McNary, executive vice 
president, Michigan Hospital Serv- 
ice, Detroit. 

Bertha W. Mears, hospital admin- 
istration consultant, Georgia De- 
partment of Public Health, At- 
lanta. 

Elizabeth R. Nanes, R.N., administra- 
tor, Adelphia Hospital, Brooklyn, 
N.Y. 

Harold T. Prentzel, administrator, 
Montgomery Hospital, Norristown, 
Pa. 


Abraham Rosenberg, 


director, 


administra- 


tor, Hospital for Joint Diseases, 
New York City. 

Martha R. Speer, R.N., superintend- 
ent, Columbia Hospital, Wilkins- 
burg, Pa. 

Moir P. Tanner, director, Children’s 
Hospital of Buffalo (N.Y.) 

Jewell White Thrasher, R.N., ad- 
ministrator, Frasier-Ellis Hospital, 
Dothan, Ala. * 


Blue Cross Payments Exceed 
$1 Billion in Nine Months 

An all-time Blue Cross record 
for hospitalization expenditures 
was set by the 83 Blue Cross Plans 
during the first nine months of 
1958; more than $1 billion of total 
Plan income was expended in 
hospitalization benefits for Plan 
members. 

During the nine month period, 
Plans in the United States ex- 
pended $959,051,334, or 97.66 per 
cent of income, on hospital care. 
Canadian Plans spent $61,637,043, 
or 94.81 per cent of their income, 
for care in hospitals. 

Operating expenses for the 
Plans, the Blue Cross Commission 
reported, reached a new low; 5.86 
per cent of total income was ex- 
pended for this purpose. For the 
first nine months of 1958, operat- 
ing costs for U. S. Plans repre- 
sented 5.93 per cent of their total 
income, compared with 6.01 per 
cent for the first nine months of 
1957. Operating costs during the 
first nine months of 1958 for 
Plans operating in Canada repre- 
sented 4.78 per cent of total in- 
come, compared with 5.33 per 
cent during the same period of 
the previous year. bd 








CURRENT LISTINGS OF 
NEW ASSOCIATION MEMBERS 











NEW INSTITUTIONAL MEMBERS 


CALIFORNIA 
Sierra Nevada Memorial Hospital, Grass 
Valley. 
DISTRICT OF COLUMBIA 
Bureau of Health and Hospitals, National 
Catholic Welfare Conference, Washing- 
ton. 
ILLINOIS 
Tinley Park State Hospital, Tinley Park 
McKinley Memorial Hospital, Urbana. 
LOUISIANA 
Natchitoches Parish Hospital Service Dis- 
trict, Natchitoches. 
MASSACHUSETTS 
Lakeville State Sanatorium, Lakeville 
Pondville Hospital, Norfolk. 
North Reading State Sanatorium, North 
Reading. 
Rutland State Sanatorium, Rutland 
Tewksbury Hospital, Tewksbury. 
MISSISSIPPI 
Jefferson Davis Memorial Hospital, 
Natchez. 
NEW YORK 
Ransomville General Hospital, Ransom- 
ville. 
Community Hospital of Greater Syracuse, 
Syracuse. 


OHIO 

Cambridge State Hospital, Cambridge 
Rollman Receiving Hospital and State In- 

stitute of Psychiatry, Cincinnati. 
Columbus State School, Columbus. 
Gallipolis State Institute, Gallipolis. 
Lima State Hospital, Lima. 
Orient State Institute, Orient. 


Toledo 
Toledo 


State and Receiving Hospitals, 


WASHINGTON 
Skagit Valley Hospital, Mt. Vernon. 
CANADA 


Portage Hospital District Number 18, 
Portage La Prairie, Manitoba. 


NEW PERSONAL MEMBERS 


Bisson, FRANK G.—adm.—Ludlow (Mass.) 
Hospital Society 

Carr, Joseph F.—credit mgr.—Palo Alto- 
Stanford Hospital Center, Palo Alto, 
Calif. 

DAmMBERG, Davip V.—adm. asst 
land Hospital—Providence 
DauTERIVE, Dr. E. Weexs—asst. dir.—Dau- 

terive Hospital—New Iberia, La 

FrONIZzER, PeteR M.—student—Northwestern 
University—Chicago. 

Garrett, Jonn L.—student in hosp. adm 
State University of Iowa—Iowa City 
Kuovurr, YVONNE G.—student—Northwest- 

ern University—Chicago. 

Letts, GLeENoR M., R.N.—student in inst 
adm.—Michigan State University—East 
Lansing 

Luspers, GILBERT R.—student in hosp. adr 

State University of Iowa—Iowa City 

MonepERO, Cartos C.—student in hosp 
adm Northwestern University — Chi- 
cago 


Rhode Is- 
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Nsusranp, Capt. WiLLIAM G.—USAF, MSC 
—Army Medical Service School—Fort 
Sam Houston, Tex. 

OpHEIM, Dennis—student—State 
sity of Ilowa—lIowa City. 

PEABODY, JEAN—asst. for med. purch.— 
Stanford (Calif.) University. 

RosE, Myron—student in hosp. adm.— 
Northwestern University—Chicago. 

RossMAN, Dr. ABRAHAM—hosp. adm. stu- 
a Caenae University—New York 

ity. 

WaLKER, Howarp A., Jr.—student in hosp. 
adm.—State University of Iowa—Iowa 


Univer- 


, Henry E.—hosp. engr. — 4050th 
USAF Hospital—Westover, Mass. 

YARBROUGH, IMOGENE—exec. dir. and educ 

supv.—Louisiana State Board of Nurse 


Examiners—New Orleans. 


HOSPITAL AUXILIARIES 


Women’s Auxiliary of El Centro (Calif.) 
Community Hospital. 
St. Francis Hospital 


Calif. 

. Rafael (Calif.) General Hospital Aux- 
liary. 

Women’s Auxiliary of Goddard Memorial 
Hospital—Stoughton, Mass. 

St. Ann’s Hospital Auxiliary—Anaconda, 
Mont. 

Auxiliary of All Souls Hospital—Morris- 
town, N.J., 

Auxiliary of De Leon (Tex.) Municipal 
Hospital. P 


Guild—Lynwood, 





Opinions and ideas 


(Continued from page 23) 


to use nursing unit clerks and 
nurses aids. 

The first effort in this country to 
do time and motion studies, and 
hence to efficiently organize and 
administer nursing departments 
was done in Bellevue Hospital, 
New York City, by Blanche Pfef- 
ferkorn (then director of studies, 
National League for Nursing Edu- 
cation) and Marion Rottman, di- 
rector of nursing services, City of 
New York Hospital, in, I believe, 
1927 or 1928. When I went from 


Manning Paper Mills to the Al- 
bany Hospital in about 1932, I 
heard of this study and went to 
New York to talk to the ladies. 
This resulted in our hiring one of 
the two nurses who had been 
trained in and had done the time 
and motion studies at Bellevue. 

Incidentally, back in the 1930 
depression days, R.N.’s were a 
dime a dozen. They would work 
for room, board, laundry and $15 
or $20 a month. 

In 1932 we were paying $90 per 
month. We took $40 of this out for 
maintenance whether or not the 
nurse lived “in.” This always 
bothered me. 





ANNOUNCING 


11th Annual Short Course in 


HOSPITAL HOUSEKEEPING 


March 30 to May 21,1959 


Sponsored by the American Hospital Association in cooperation with 
Michigan State University, Kellogg Center for Continuing Education 


And again this year Huntington Laboratories 


12 onering TEN SCHOLARSHIPS 


Anyone you select is eligible to compete... the Short Course 
in Hospital Housekeeping has but one objective — better pa- 
tient care through better hospital housekeeping. 

Anyone you select from your hospital may attend the 
course and is eligible to compete for a Huntington Labora- 
tories scholarship. The rules are simple. The person must 


For details, write: 
American Hospital Asso 
ciation, Huntington Lab 
cratories Educational 


presently be employed by a hospital, or promised employ- 
ment upon completion of the course. Two letters of reference 
are necessary, plus a statement of 500 words or less from the 
person you select on ‘‘What benefits I expect to obtain from 
the Short Course in Hospital Housekeeping.” Each scholar- 


Fund, 840 North Lake — will cover the major portion of the room, board, tuition 


Shore Drive, Chicago 11, an 
Itlinois. Deadline for ap 
plications is February 9, 
1959. Huntington Lab 
oratories has no part in 


the selection of winners Huntington, Ind. « 
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book costs (approximate value, $300.00). 


HUNTINGTON we LABORATORIES 


INCORPORATED 
Philadelphia 35, Penna. « 


Toronto 2, Ont. 





By 1936, when our studies and 
resulting changes in physical lay- 
out, nursing procedures, and staff- 
ing patterns had produced sub- 
stantial savings, we gave part of 
the savings back to nursing de- 
partment employees. R.N. salaries 
were upped to $110 per month, all 
paid in cash. Nurses could buy 
back from us as little or as much 
maintenance as they wanted. 

By 1939-40-41, when nurses 
were getting scarce, our policies 
resulted in all the R.N.’s we 
needed.—-EVERETT W. JONES, hos- 
pital consultant, Fort Myers Beach, 
Fla. 


Hospital association meetings 


(Continued from page 6) 


4-8 Dietary Department Administration, 
Pittsburgh (Pick-Roosevelt Hotel) 

6-8 American Pediatric Society, Buck Hill 
Falls, Pa. 

7-8 Tennessee Hospital Association 
Nashville (Andrew Jackson Hotel) 
Canadian Hospital Association, Mont- 
real (Queen Elizabeth Hotel) 

Texas Hospital Association, Houston 
(Shamrock-Hilton Hotel) 

National League for Nursing, Phila- 
delphia (Convention Hall) 

Upper Midwest Hospital Conference 
St. Paul (St. Paul Auditorium; Lowry 
and St. Paul Hotels) 

14 Massachusetts Hospital Association 
Boston (Statler Hotel) 

18-21 Hospital Dental Service, San Fran 
cisco (Sheraton-Palace Hotel) 

20-22 Middle Atlantic Hospital Assembly 
Atlantic City (Convention Hall) 

20-22 New Jersey Hospital Association, At 
lantic City (Convention Hall) 

20-22 Hospital Association of New York 
State, Atlantic City, N. J. (Convention 
Hall) 

20-22 Hospital Association of Pennsyiva- 
nia, Atlantic City, N. J. (Convention 
Hall) 

24-29 National Tuberculosis 
Chicago (Palmer House) 

25-27 Hospital Law, Boston (Somerset Hotel) 

25-29 Nursing Service Administration, 
Cleveland (Pick Carter Hotel) 

30-June 4 Catholic Hospital Association 
Louis (Kiel Auditorium) 


Association, 


JUNE 


American National Red Cross, At 


lantic City, N. J. 

3 Advanced Institute for Medical Rec- 
ord Librarians, Chicago (AHA Head- 
quarters) 

International Hospital Congress, Edin- 
burgh, Scotland 

3 Maine Hospital Association, Rocklan 
(Samoset Hotel) 

) American Geriatrics Society, Atlanti 
City, N. J. 

Administrators’ Secretaries, Chicago 
(AHA Headquarters) 

2 American Medical Association, At 
lantic City, N. J., (Convention Hall 
Connecticut Hospital Association 
North Carolina Hospital Association 
Blowing Rock (Mayview Manor) 
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W FOR YOUR PEDIATRIC WARD— 
HP*ACTHAR® @EL _ COTTON-SOFT COMFORT... 
WIDELY USED 


Experience—Most extensive clinical 
and experimental background; 
longest history of use in practice. 


Safety—A record of over seven 
years of continuous treatment in a 
group of patients; without 

serious side effects. 





Efficacy—Rapid onset of action— 
effects sustained up to 72 hours. 


Quality—Unsurpassed standardiza-— 


tion and purity. Prevent Diaper Rash 


Convenience—As easily injected as 


insulin—fluid at room temperature. Upgrade Baby Care 


Selected Conditions for Short-term and Office Therapy 
SUPPLY 


Asthma--Bursitis, Tenosynovitis—- 
Dermatitis (contact, drug, etc.)-~—Eye 





® 
Diseases (acute, inflammatory)——Gout-- 
Hyperemesis Gravidarum—Penicillin 
Reactions, Serum Sickness, Urticaria. 


*Highly Purified 


ARMOUR Used as a wipe, TUCKS cleanses and 


HP* ACTHAR Gel is the Armour ae 
3 soothes irritated surfaces—allays and 


PAN Pharmaceutical Company brand of purified : p sek 
: repository corticotropin—(ACTH) relieves chafing distress—facilitates 
Supplied: 5 cc. vials of 20, 40, 80 U.S.P. thorough cleansing. 


Units per cc. Also in a disposable syringe 


form, in a potency of 40 U.S.P. Units ver cc. Ready-to-use, easy-to-use TUCKS up- 
grades baby care, saves nursing time 
and, most important to you, helps con- 
serve your budget. 

To see how useful TUCKS can be in 
your hospital, simply fill out below. 

Fot a generous sample of TUCKS—enough for several hospital patients— 


complete and return this card. 


NAME 





TITLE 





HOSPITAL 





ADDRESS. 





CITY. ZONE STATE 





: PHARMACEUTICAL CO./MINNEAPOLIS 16/ MINNESOTA 
ARMOUR PHARMACEUTICAL COMPANY « KANKAKEE, ILLINOIS 
a leader in biochemical research 





FEBRUARY |, 1959, VOL. 33 91 











12-14 Joint Council to Improve the Health 
Care of the Aged, Washington, D. C. 
(Sheraton Park Hotel) 

15-19 Hospital Pharmacy, Salt Lake City 
(University of Utah, Union Building) 

18-19 New Hampshire Hospital Association, 
Whitefield (Mountain View House) 

21-23 Michigan Hospital Association, De- 
troit (Sheraton-Cadillac Hotel) 


JULY 


13-17 Hospital Purchasing, East Lansing, 
Mich. (Kellogg Center, Michigan State 
University) 





Formulary system topic 
of two talks 


(Continued from page 50) 


of purchasing drug products at the 
lowest possible price consistent 
with acceptable quality. 

Mr. Carlin illustrated the com- 
plexity of this problem by using 
ascorbic acid injections as an ex- 
ample: it was found that 38 sup- 
pliers list this product at prices 
ranging from $6.67 to $20.44 per 
hundred 100 mg. ampuls. 

Drug purchasing specification 
policies used by a government hos- 
pital were cited by Mr. Carlin as 
setting a standard desirable for all 
hospitals. He said the hospital re- 
quires each supplier to certify 
under oath the following: 

1. The company maintains a 
quality control program equal to 
or exceeding a standard published 
by the hospital. 

2. The ingredients must meet 
official, national and state stand- 
ards. 

3. The finished product is man- 
ufactured, packaged, and handled 
according to official, national and 
state standards and that all fin- 
ished products, official and non- 
official, conform to official tests 
where applicable. 

4. The company in the past two 
years has (or has not) produced 
a new product and holds thereon 
an effective new drug application 
under provisions of the federal 
food and drug act. 

5. The company grants permis- 
sion for a hospital representative 
to visit its premises during regu- 
lar business hours to determine 
compliance with provisions 1 and 
2 above. 

6. The hospital requires that, 
on demand, assay data will be pro- 
duced by the suppliers. 

7. The hospital further requires 
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that successful bidders must post 
a bond to allow the hospital to 
assay samples of products of ques- 
tionable potency or composition at 
company expense. 


ASHP FORMULARY SERVICE 


Don E. Francke, D.Sc., chief 
pharmacist at University Hospi- 
tal, Ann Arbor, Mich., in his re- 
port on the newly launched for- 
mulary service of the American 
Society of Hospital Pharmacists, 
said between three and four thou- 
sand copies of the society’s drug 
monograph collection were to be 
distributed in January. (Hospitals, 
through their pharmacy and thera- 
peutics committees, will compile 
their formularies from this master 
list.) 

The set, which contains 1500 
pages, consists of 605 drug mono- 
graphs listing more than 1600 
preparations. The volume is cross- 
indexed, Mr. Francke said, so 
that drugs can be found under 
both proprietary and_ generic 
names. He said all ethical prod- 
ucts made will eventually be in- 
cluded in the formulary service. ® 


Sucuneveeneveneectensnaueuranenuaeucanaguanenesueeeeerenenennsaanirininiinens 


nurse-patient 
communication system 
(Continued from page 41) 


ward clerk would know exactly 
where to reach the nursing staff. 
It is also feasible that several floor 
systems could be combined into a 
central station for those hours 
when the ward clerk is not on 
duty. One operator could then 
answer patient calls and transfer 
these calls to floor staff whose lo- 
cation would be known to her 
even if the central station was far 
removed from the floor. Such a 
recommendation is a logical ex- 
tension of the voice intercommu- 
nication system once the idea is 
accepted that it functions, not pri- 
marily as a nurses’ call system, 
but as an inpatient unit intercom- 
munication system used by staff 
primarily and by patients sec- 
ondarily. 

The question always arises when 
a recommendation such as the 
“personnel locator” is made as to 
whether staff would use the fea- 
ture. Will they flick the switch 
every time they go into a patient’s 
room? If it is convenient and saves 


time and effort—and these ad- 
vantages have been demonstrated 
to them—the chances of their do- 
ing so increases. In the case of the 
locator, an additional factor will 
be present. The ward clerk and 
the head nurse will certainly wel- 
come this innovation because they 
will have the convenience of know- 
ing staff location without effort on 
their part. The presence or ab- 
sence of the location light is an 
automatic signal to them of the 
degree of staff compliance. The 
organization of the day inpatient 
unit staff is such that these two 
individuals control staff work pat- 
terns and can therefore influence 
their fellow workers to utilize the 
new feature. The staff on the unit 
is usually a rather closely knit or- 
ganization and the span of super- 
vision small, all of which would 
militate towards the use of a lo- 
cator valuable to two key mem- 
bers of the group. 

The acceptance of the locator 
device when two or three units 
are combined for evenings and 
nights would be an entirely dif- 
ferent matter. Here the span of 
supervision is large and the work- 
ing relationships between the “op- 
erator” and the unit staff rather 
tenuous. The locator would guar- 
antee the night and evening nurse 
that all patient requests would be 
relayed to her, but this alone 
might not be sufficiently valuable 
to enforce usage. More education 
and tighter supervision by the 
evening and night supervisors 
might result in a successful utili- 
zation of such an installation. 

Since one basic tenet of the re- 
search approach is the necessity of 
studying how an area actually 
functions, rather than how it 
should function, these projected 
changes cannot be recommended 
until evaluated in actual situa- 
tions. It would be interesting to 
determine the effect of the recom- 
mended changes on the necessity 
for full view nurses’ stations and 
“sun shot’ corridors, Ld 
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JOHN H. HAYES 


There’s no fun in being a hypo- 
chondriac if you have nobody to 
whom to tell how sick you are. 

x wk * 

At about this time the hospital 
cynic might say, ‘All these sick 
people, not so long ago, were sent 


cards wishing them a_ happy, 
healthful new year.” 
x wk * 


With the exception of the re- 
cruitment results in the wartime 
Cadet Nurse Corps years, 1958 
saw a new record in student nurse 
admissions to schools. That’s good 
news, but we want 1959 to be even 
better; and we should all try to 
make that possible. 


A foreigner, listening for the 
first time to American daytime 
television, would get the idea that 
our wives spend all their time 
washing clothes. 

x wk * 
It’s sad, but it also is true, 
If you’re sick in a room built 
for two, 
Your hopes are much brighter, 
And your heart is much lighter 
If the other guy’s sicker 
than you. 
x wk * 

Why Johnnie has 
reading: (and spelling): 

“Instead of being rested, the 
workers returned from their week- 
end weakened.” 

“The man re-tired his motor- 
cycle so that he could operate it 
faster.” 

“It was his fate to be feted at 
eight, after which he could not 
wait to go straight to bed.” 

x *k * 

When the new AHA building 
was dedicated a short time ago it 
occurred to me—and, no doubt, to 
many others—that we have always 
had dedicated workers in our old 


trouble in 


building, as we now have in the 
new. All of us are happy in know- 
ing that these people now have 
modern quarters in which to work 
for us. 
x * * 
More “get well” (?) cards to 
send to people you don't like: 
They took out your 
gall bladder, 
And now your're feeling great 
I’m sure you still have 
lots of gall— 


They got to you too late. 


I’m sorry to learn you have 
broken a leg 
And your car is an 
awful wreck. 
The reason I’m sorry is because 
I was told 
That you really had broken 
your neck. 


The hospital says your 
condition is good; 
And I’m really right glad that 
they said it; 
But I’m also quite sure that no 
hospital would 
Ever say that of your credit. 








THE FIRST STEP 
in planning a successful 


fund raising campaign 


Have your 


LOW-COST 
URINAL 


with Sanitary 


Snap-Tite Cap! 


Fully autoclavable, ZYLON 
Molded Utensils are naturally 
warm to the touch . . . for 
greater patient comfort. Can- 
not dent, chip, rust or corrode 
° . yet they’re priced well 
below noisy metallic items. 
This incomparable urinal has 
snap-on sanitary cap with 
tying tab . . . in white or 
aqua. Ask your distributor 
about this and other low-cost 
Zylon hospital items. 









Fund Raising Potential 
Diagnosed by a 
Specialist in 

Hospital Campaigns 


This expert analysis is 
an essential First Step in 
helping a Board decide upon 


Bed P F J 
gy i laa a realistic expansion program 
Wash Basins Sponge Bowls, 


Medicine Glasses Soap Dish, etc. 


ZYLON PRODUCTS CO., INC. 
40 Church St., Pawtucket, R.1., U.S.A, 


WARD B. JENKS & ASSOCIATES 
Hospital Fund Raising Specialists 


135 South La Salle Street, Chicago 3, Illinois 
Preliminary Counsel Without Cost or Obligation 











MOLDED HOSPITAL UTENSILS 
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Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4 — For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Thirty cents a 
word; minimum charge $4.50 per 
insertion. 


Contract Rate: Six-point body 
lines, 13 pica columns, $1.40 per 
line; eight-point display lines $1.70 
per line. Five per cent discount for 
twelve-insertion contracts with no 
change of copy. Ten per cent dis- 
count for twenty four-insertion con- 
tracts with no change of copy. 





SERVICES 


A HOUSEKEEPING PROBLEM? Let us 
help you with your cleaning problems. 
Done by scientifically trained and bonded 
men who come to your hospital, study 
the problem, suggest corrections, train 
and supervise your personnel. Better Home 
and Industrial Cleaning Service, 88 Wil- 
liam Street, White Plains, New York. Tele- 
phone ROckwell 1-3433 





WANTED 


MANUFACTURER’S REPRESENTATIVE; 
for eastern chemical manufacturer, selling 
hospitals and institutions. We produce a 
complete line of laundry chemicals. Ter- 
ritories now open in Missouri, Ohio, Flori- 
da, Texas, Illinois and other areas, Prod- 
ucts competitively priced with liberal 
commission. Address, HOSPITALS BOX 
1-90 








FOR SALE 


CELLULOSE TOWELS: Disposable, less 
than penny each. 3-ply cellulose size 13”x 
20”. hite, lint free, sanitary. Excellent 
for use in dispensary, first aid room, out- 
patient or emergency. Sead for samples 
and price list. Graham Manufacturing 
Company, Holyoke, Massachusetts 





HOSPITAL: for sale-65 bed hospital, fully 
equipped, choice location, on Lake Shore 
Drive. Chicago. Address HOSPITALS, Box 
1-86 





FOR SALE OR LEASE: To settle Estate, 
fully equipped small hospital and clinic 
Operating room, delivery room, x-ray, lab- 
oratory and physiotherapy departments 
Air conditioned. A. M. A. and AHA ap- 
proved. For immediate occupancy. Owner 
financed. Contact: Chas. G. Peters, Attor- 
ney, Security Building, Charleston, W. Va., 
or Mrs. Julius L. Boiarsky, 5105 Kanawha 
\venue., S. E., Charleston, W. Va. 





5 GORDON ARMSTRONG MODEL X-P, 
EXPLOSION PROOF INCUBATORS: 
equipped with oxygen limiting devices. 2 
unused—3 used approximately 2 months. 
Available at 10% off list price F.O.B. Beth 
Israel Hospital, Boston, Massachusetts. 
Please contact: Mr. S. Racoff, Purchasing 
Department, Beth Israel Hospital, 330 
Brookline Avenue, Boston 15, Massa- 
chusetts, BEacon 2-4400, Ext. 232 
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MISCELLANEOUS 


Investment syndicate is interested in pur- 
chasing proprietary profit making open 
staff hospitals anywhere in the United 
States. Will retain present personnel and 
maintain high standard public and patient 
relations. Unlimited cash available. All 
replies will be held in strict confidence. 
Address HOSPITALS, Box I-25. 


POSITIONS OPEN 


DIRECTOR OF MEDICAL INSTITUTION: 
Salary range $16,788-$20,400. Head 465 bed 
general hospital which is approved for in- 
ternship and residency training. New 525 
bed building ready for occupancy Septem- 
ber 1959. Three years of experience in an 
approved hospital of at least 150 bed is re- 
quired for applications, write Santa Clara 
County Personnel Department, 215 North 
First Street, San Jose, California. Final ap- 
plication date February 16, 1959. 














DIRECTOR OF NURSING: Direct and co- 
ordinate work of Nursing Service and 
School of Nursing. JCAH accredited, non- 
sectarian hospital of 576 beds (including 
125 non-acutebeds) and NLN accredited 
diploma program school of 160 students. 
Prefer masters degree in administration 
or education with successful experience. 
Excellent salary, personnel policies. City 
of 110,000 located on beautiful Lake Su- 
perior. Write Personnel Director, St. Luke's 
Hospital, Duluth 11, Minnesota. 





MEDICAL TECHNOLOGIST: To supervise 
clinical laboratory in 300-bed hospital. 
ASCP registered. Experience. Prefer Bach- 
elor degree. 40-hour week with minimum 
call. Liberal benefits. Salary open. Apply 
to hospital administrator, St. James Hos- 
pital, St. Paul, Minnesota. 





BUSINESS MANAGER—COMPTROLLER: 
Capable of assuming authority. Reorgani- 
zation of all phases of business office. 85 
bed J.C.A.H. approved hospital. Western 
Pennsylvania famous resort area. Address 
HOSPITALS, Box I-85. Stating experience 
and qualifications, salary desired and when 
available. 





CHIEF MEDICAL RECORD LIBRARIAN: 
Registered. Modern department, challeng- 
ing opportunity in 300 bed fully accredited 
general hospital. Salary open. ASSISTANT 
MED. RECORD LIBRARIAN. Salary com- 
mensurate with those in area. Apply Ad- 
ministrator St. Joseph's Infirmary, At- 
lanta, Georgia. 





DIETITIANS: ADA, two positions, both now 
open and permanent: TEACHING AND 
THERAPEUTIC: and THERAPEUTIC AND 
ADMINISTRATIVE RELIEF: Salaries open. 
For 400-bed hospital, urban location; well- 
established School of Nursing; JCAH ac- 
credited. Hospital experience preferred. 
Residence available on temporary basis. 
Forty hour week alternating week-end 
assignments. Four weeks vacation, two 
weeks sickness, seven holidays, Pension 
Plan and Social Security. Address, HOS- 
PITALS, BOX I-92 





ASSISTANT EXECUTIVE HOUSE- 
KEEPER: Expansion of one of Milwaukee's 
largest private general hospitals has cre- 
ated a new position for a woman with 
administrative and supervisory ability. Pre- 
fer woman 30 to 40 with a minimum of 
three years of supervisory work in this 
field, or with previous teaching and other 
administrative experience. Salary open 
Many employee benefits, including a pen- 
sion program. Send complete record of 
education and work experience to Person- 
nel Director, Milwaukee Hospital, 2200 West 
Kilbourn Avenue, Milwaukee, Wisconsin. 
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OUR 63rd YEAR 


NOODMA RDS 





185 \.Wabash-Chicago. III. 


Telephone RAndolph 6-5682 
ADMINISTRATORS: (a) 700 bed, genl, vo!. 
fully-apprvd hsp; substantial; city 120,000. 
E-No-Central. (b) Med or non-med; new 
univ hsp, lge size; impor univ cntr; very 
substantial; warm climate. (c) Dir med 
educ prog; new post—open Jan ’59; 200 bd, 
JCAH hsp, expendg 50 bds; sal open — 
minimum $12,000; lge city on Lake Mich 
(d) Able to take chge bldg prog, 225 bd 
hsp & sev] med bldgs; oppor $20,000; good 
potential; So. Calif. (e) New hsp being 
built; 200 bds increasg to 350 bds; about 
$15,000; nr lge city; MW. (f) 200 bd, gen! 
hsp; req’s exper; to $15,000; Calif. (g) 125 
bd, JCAH hsp, expendg to 150 bds; New 
Eng. (h) Dir 69 bd hsp & act as consultant 
in opening 4 add’l sml hsps; will dir each 
hsp as it opens; excl oppor achieve di- 
rectshp—grp of 10 hsps; req’s at least 
Nominee ACHA; So. Calif. (i) 140 bds, 
long-term hsp; recently completed $250,000 
remodeling project; about $10,000; lge univ 
city, MW. (j) 50 bd priv hosp; $10-$15,000; 
excel location, California. 


ASSISTANT ADMINISTRATORS: (k) 
Work under Director; 350 bd, long-term; 
State, fully-apprvd hsp; lge out-patient 
dept; $9,500—increase; lge univ city, MW 
(1) 200 bd, genl, long-estabd hsp; report 
dir to top Adm, ACHA; nr med schl city. 
E. (m) 200 bd, genl hosp; $10,000; delight- 
ful area, California. 


ADMINISTRATIVE POSTS: (n) Publishb- 
ing Dir; responsible publication of 2 med 
journals; complete liaison w/printer; qual- 
ified, sales & promotion; will have 2 highly- 
quald secretarial assts; $12-$15,000; E. (o) 
Admin Asst; 400 bd, fully-apprvd, univ 
affild hsp; challeng posi; E (p) Clinic Mgr: 
8 man grp; $7,200 start; MW. (q) Comp- 
troller; 200 bd, genl hsp; $10,000; Calif. 


EXECUTIVE HOUSEKEEPERS: (a) Exp’d. 
full chge dept, hsp now expand’g to 100 
bds; apprv’d JCAH; resid twn 15,000; MW 
(b) Full chge 350-bd gen hsp, 3 affil resi- 
dences; sev trng progs in fully apprv’d 
facil; impor univ, st capital; MW. (c) Vol 
gen hsp 250 bds; resort city 20,000; W. (d) 
Vol gen hsp now expand’g to 300 bds 
$4200, part mtce; lovely resid suburb impor 
univ med ctr; SE. (e) 250-bd psych hsp; 
summer resort twn nr NYC. 





SHAY MEDICAL AGENCY 

Blanche L. Shay, Director 

55 East Washington Street 
Chicago 2, Ill. 


ADMINISTRATORS: (a) Southwest. 126 
bed hospital in town of about 25,000. (H- 
2680). (b) California. New 100 bed hospi- 
tal. Will be 200 beds when completed. (H- 
2659). (c) Middle West. 30 beds with plans 
approved to expand to 55. Prefer R.N. (H- 
2651). (d) East. New Hospital under con- 
struction-near N.Y. City. (H-2566). (e) 
Pacific Northwest. Modern well run 75 
bed hospital. (H-2479) (f) Middle West 
Well established 50 bed home for aged 
Challenging opportunity in important field 
of geriatrics. (H-2511). 


EXECUTIVE HOUSEKEEPERS: (a) Cali- 
fornia. 375 bed hospital. Man or Woman 
$6000. (b) South. Near Washington, D.C 
200 bed modern, well equipped hospital; 
completely air conditioned. (H-2220). (c) 
East. 400 bed hospital. 60 employees in 
housekeeping dept. $7500. (H-2247) (d) 
Middle West. 200 bed hospital; construction 
in progress to add 150 beds. Will con- 
sider man or woman. (H-2512) (e) South- 
west. 110 bed hospital. Building a new hos- 
pital of 370 beds to be completed this year 
Excellent opportunity. (H-2387) (f) Pacific 
Northwest. New teaching and research 
hospital to open in Summer of 1959. Must 
be capable of setting up housekeeping dept 
Challenging opportunity with excellent fu- 
ture. (H-2241). 
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POSITIONS OPEN 


DIRECTOR OF NURSING: Administer and 
coordinate program of nursing service and 
school of nursing. 185 bed general hospital, 
J.C.H.A. approved, approved diploma 
school of 150 students, new student dormi- 
tory and nursing education building, mas- 
ter’s degree desired but not required. Ex- 
cellent working conditions, personnel 
policies, and very attractive salary. Recruit- 
ment of registered nurses and student 
nurses is not a problem. 95% of active 
medical staff is board certified. Contact 
Byron D. Jackson, Administrator, St. 
Luke’s Hospital, Fargo, North Dakota. 


REGISTERED LABORATORY TECHNI- 
CIAN: Florida Hospital; 40-hour work 
week; top salary. Apply to: Personnel Di- 
rector, P.O. Box 1990, Daytona Beach, 
Florida. 


ADMINISTRATOR: male or female, 26 bed 
hospital, college town, pop. 4,000, position 
available approx. March Ist. Address: Ethel 
D. Schulz Sec. P.O. Box 490, Wayne, Ne- 
braska. 


POSITIONS OPEN 


ADMINISTRATIVE ASSISTANT: wanted 
to assume functions of Controller and Per- 
sonnel Record Office. Assignment requires 
sound hospital accounting background with 
credit and collections talent. East central 
US, 190 beds now, more later. Include sal- 
ary history OR requirements in resume. 
Address HOSPITALS, Box I-94. 


CHIEF MEDICAL RECORD LIBRARIAN: 
to direct department in 400 bed teaching 
hospital with expanding research program. 
Large eastern city, excellent cultural op- 
portunities. Registration preferred, will 
consider exp’d. unregistered applicants. 
Send complete resume. Address HOSPI- 
TALS, Box I-95. 


OBSTETRICAL SUPERVISOR for 400 bed 
general hospital completing large addition; 
fully approved by joint commission; in- 
tern-resident program, fully accredited 
school of nursing, vacation, apply per- 
sonnel director-Christ Hospital- -Cincinnati, 
Ohio. 


























DOROTHEA BOWLBY ASSOCIATES 
8 South Michigan Avenue Chicago 3, Il. 
Suite 1420—ANdover 3-5293 
Dorothea Bowlby, Director 


A Specialized Employment Service for 
Medicai and Hospital Personnel. (Men 
and Women.) For Administrators, Person- 
nel Directors, Business Managers, Dieti- 
tians, Physicians, Directors of Nurses, 
Therzpists, Pharmacists, Medical Record 
Librarians, Anesthetists, Public Relations 
Directors, Housekeepers, Bacteriolo re. 
Biochemists, Medical Technologists, may 
Technicians, Food Service Managers. All 
inquiries from applicants are kept strictly 
confidential. 





A & G MEDICAL PERSONNEL AGENCY 


834 Second Street 


Lancaster, Pennsylvania 


Our services are limited to securing posi- 
tions for Physicians, Dentists, Residents, 
Interns, Nurses and _ Technicians. In- 
quiries confidential. Write for further de- 
tails. NO REGISTRATION FEE. 





THE MEDICAL BUREAU 
M. Burneice Larson—Director 
900 North Michigan Ave. 


Chicago 11, Illinois 
ADMINISTRATORS: (a) Med; 600-bed gen 
hosp; attrac resid town near several lge 
cities, E; $25,000. (b) Med dir; 200-bed 
hosp; 3 yrs’ exp, pract of med includ yr 
as hosp adm; $1000-$1300; Calif. (c) Ass't 
dir, 1000-bed univ hosp; duties include 
tch’g, charge outpatient cl; oppor succeed- 
ing dir within few yrs; MW; $15,000-$16,- 
000. (d) Adm, assoc dir & comptroller; top 
flight executives req'd; woman elig for 
controller position; new gen hosp, 225 
beds; Pacific Coast. (e) Nurse adm qual 
dir nurs. serv, 55-bed hosp; MW; min $6000 
H2-1 


ANESTHETISTS: (a) Obstetrics; leading 
NYC hosp; excel living, working condi- 
tions; to $6000. (b) Two, gen hosp on 
Mexican border; $6600. H2-2 


DIETITIANS: (a) Chief, set up dept, en- 
gage personnel new 85 bed hosp; commut- 
ing dist. NYC; top sal. (b) Foreign oppor; 
chief, 300-bed hosp, English speaking per- 
sonnel, attrac sal, transp. H2-3 


DIRECTORS OF NURSING: (a) Foreign 
assignment; superv central nursing office 
Amer owned overseas operation, $10,000, 
paid air travel. (b) Dir nursing serv, 60- 
bed hosp on ocean, Fla; top sal. (c) Dir 
nursing school & serv, 250-bed hosp; 100 
students; beautiful eastern seaport, near 
Cape Cod; $7500 up. (d) Dir psy nursing 
serv; lge mental hosp; MW; $12,000. H2-4 


EXECUTIVE PERSONNEL: (a) Controller; 
175-bed hosp; min 5 yrs’ exp req; Pac. 
Coast; $10,000. (b) Chief engineer, 200-bed 
hosp; ideal SW location. (c) Food dir; 400- 
bed W. Coast hosp; $7200. (d) Executive 
housekeeper; a bed hosp; outstanding 
oppor; E. H2-5 


FACULTY POSTS: (a) Head new nurs 
educ div of So. Calif coll; $6-$10,000. (b) 
Foreign, Turkey; teach nursing principles 
to English speaking students; good sal, liv. 
conditions, H2-6 


RECORD LIBRARIANS: (a) Chief & dir 
of schl, med record lib; renowned med 
ctr; ideal loc; to $7500. (b) 200-bed hosp 
near Sun Valley; sal commensurate abil 
H2-7 


SUPERVISORS: (a) Act as ass’t dir nurs 
serv for 120 bed ped; ob dept, 150 del 
month; univ med ctr; except oppor; to 
$6200; SW. (b) Foreign assign; exp’d OB 
head nurse, BS; for Amer owned overseas 
hosp; $9200, air travel. H2-8 


POSITIONS WANTED 


ADMINISTRATOR: 32 presently employed 
in JCAH approved hospital, desires change 
to large hospital, location not a factor. Ex- 
tensive successful hospital experiences in 
all phases, and organization. Will consider 
position of Assistant with possibilities. Wife 
is presently employed as Chief Nurse An- 
esthetist. Address HOSPITALS, Box I-88 











TWO MALE NURSE ANESTHETISTS: 

.A.N.A. members desire position on fee 
for service basis. 75-100 bed hospital pref- 
erable. Experienced in all agents and 
techniques, including spinal. References 
Address HOSPITALS, box I-93 








POSITIONS WANTED 


MAINTENANCE ENGINEER: 15 years ex- 
perience all types equipment, boiler, laun- 
dry, refrigeration, air conditioning, build- 
ings, etc. Can get along with people. 43 
years of age; married; now employed. Re- 
locate West or Southwest, institution or 
hospital. Address HOSPITALS, BOX I-91 








OUR 63rd YEAR 


. y WOOD WAR Deszess 





185 \.Wabash-Chicago. II. 


Telephone RAndolph 6-5682 


ADMINISTRATOR: B.S; presently com- 
pleting MHA work, leading univ; seeks 
Asst Admin or Adm posi, hosp, 100 beds 
and up; will locate anywhere; Age 28 


ASSISTANT ADMINISTRATOR: MHA 
Univ of Minn; Asst Adm, 220 bds, 2 yrs 
Admin, sml hsp, 2 yrs; Nominee ACHA 
early 30's. 


ANESTHESIOLOGIST: 3 yrs, priv, gen! 
pract; 3 yrs, USAFMC; 2 yr, excl Anes 
res, univ hsp; 2% yrs, Anes, 400 bd hs; 
seeks twn over 30,000 w/good schls, etc 
located So or SoE; now taking Bd exams 
Age 32. 


EXECUTIVE HOUSEKEEPER: early 50's 
some coll educ; 10 yrs hskpg exp, incl 4 in 
full chge dept, very lge univ hsp; seeks 
resp posi, any good loca but pref E; highly 
recommend'd. 


EXECUTIVE HOUSEKEEPER: male; mid 
30’s; 3 yrs coll; past 3 yrs supv in hskpg 
dept, impor univ med ctr; seeks challeng’g 
posi, pref new hsp; MW 









EXECUTIVE HOUSEKEEPER: late 50's 
MSU short course hsp hskpg; past 4% yrs 
full chge, 200-bd gen hsp; seeks similar 
posi; W, SW only 


PATHOLOGIST: Certified, both branches 
excellently trnd, all aspects of Path; 3% 
yrs, med ofc, Army Path labs; 13 success- 
ful yrs in Path apptmts: hsp wk, teaching 
consultant, Chief lab serv, Chief Path; ia- 
termittent post-grad courses, histopath 
cytodiagnosis, Forensic path; seeks hsp 
pract, requiring high standard of medicine 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
900 North Michigan Ave. 
Chicago 11, Illinois 


ADMINISTRATOR: Med, 16 yrs’ success- 
ful exp as hosp adm, FACHA 


ADMINISTRATOR: B.A 
res, tch’g hosp; 6 yrs, ass't adm, 
tch’g hosp: member ACHA 


M.S.H.A.; adn 
600-bed 


PATHOLOGIST: Dipl: excel training 
his spec; 6 yrs, dir., dept, tch’g hosp 


RADIOLOGIST Dipl] (Diag. Therapy 
since '52, assoc rad, 300-bed hosp. in charge 
res. training 








For a Handy Purchasing Reference 


see the 


GUIDE FOR HOSPITAL BUYERS 


on the Goldenrod pages Part Il of the Aug. 
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to sell. 


Here is the audience for your advertisement .. . 





Classified advertising is the lowest-cost method of adver- 
tising. It can serve your hospital effectively when you are 
recruiting employees or when you have used equipment 


HOS- 
PITALS’ subscribers include more than 9,000 hospitals and 


H ©] Ss Pp l TA L Ss Journal of the American Hospital Association 
840 North Lake Shore Drive, Chicago 11, Illinois 


Effective but low-coss Communications 





administrators, 1,800 department heads, 700 governing 
board members in addition to approximately 4,500 
others. 


The classified advertising rate is 30 cents per word with 
a minimum of $4.50 per insertion. Deadline: 30 days be- 
fore publication date of the issue. 








HOSPITALS, J.A.H.A. 
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MARK YOUR CALENDAR “% 
NOW 


AUGUST 24-27, 1959 


61st annual meeting and 


Hospital Merchandise Mart 
NEW YORK CITY wt 





University Wicrofilms 
313 North First Street 
Ana Arbor, Mich. 


SQUARE DRESSING 
STERILIZERS ~ 





The new Square Dressing Sterilizers are 
research-designed to meet the most exacting of 
hospital needs . . . with minimum demands upon 
the time and attention of operating personnel. 

The roomy square chamber readily accepts 
three large trays .. . for maximum production 
and dependable sterilization of dressings, tray 
sets, syringes and needles, rubber gloves, flasked 
fluids and related surgical supplies. 

Made in the Amsco tradition for long, 
dependable service, the Square Dressing Sterilizer 
reflects the skills of more than sixty years of 
thoughtful and continuing research. 


Write for Bulletin C-162 


AMERICAN 











ERIE*PENNSYLVANIA 





Maintain the most advanced 
sterilizing techniques... 
within minimum operator time 


Eye level Control Panel includes Indicating — 
Recording — Controlling Thermometer and 
Cyclomatic Control. Simple, direct and positive, 
Cyclomatic Control begins timing when the 
selected temperature is reached, sterilizes, 
exhausts, and dries the load .. . AUTOMATI- 
CALLY. Saves steps and time for the operator, 
materials and steam for the hospital, and worry 
and uncertainty for the staff. 


WORLD’S LARGEST DESIGNER d MANUFACTURER 
STERILIZER of SURGICAL STERILIZERS, TABLES, LIGHTS 
and RELATED PRODUCTS. 





